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“Herman, M., and Effron, A. $.: Quart. J. Stud. Alcohol 12:261 (june) 1951. 


Tolserol 


Tablets, 0.5 and 0.25 gram. Bottles of 100. 
Capsules, 0.25 gram. Bottles of 100. 
Blixir, 0.1 gram per cc. Pint bottles. 
Intravenous Solution, 20 mg. per cc. 50 and 100 cc. ampuls. 
Tolserol With Codeine Tablets, 0.5 gram Tolserol and % 
grain codeine sulfate. Bottles of 100, 
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Here’s how Oregon State Hospital — 
solved its patient detention needs 


Passers’-by view of beautiful Oregon 
State Hospital at Salem. Notice that win- 
dows are not marred by unsightly bars 
or grilles. 


Interior view of typical hospital room 
shows how Chamberlin Detention Screens 
blend with window trim, admit abun- 
dant light and air. 


Hosprrat authorities at the Oregon 
State Hospital in Salem were faced 
with the usual detention problems 
for their mentally disturbed patients. 
They realized, of course, that these 
patients require isolation and pro- 
tection. They realized, too, that jail- 
like bars and grillework provoke de- 
pression and violence, which reduces 
response to mental therapy. The solu- 
tion lay in an advanced concept of 
patient detention. 


By consulting our Advisory Service, 
they learned, as many others have. 
that Chamberlin Detention Screens 
offer these major advantages: 


They provide safe, sure, humane 
detention and protection, yet create 
a cheerful, homelike atmosphere. 
Wire mesh in Chamberlin Deten- 
tion Screens is spring-mounted; 
gives under violent attacks, springs 
back to original shape. 


Modern institutions turn to 


For modern detention methods 


Special Products Division 


with Chamberlin Detention Screens 


They reduce institutional main- 
tenance costs by eliminating 
patient glass breakage and grounds 
littering; do extra duty as insect 
screens. 


They reduce screen maintenance 
costs because they are the heaviest, 
most rugged screens available. 
Their extra-thick steel frames and 
tough, stainless-steel wire mesh re- 
sist severe attacks and usual forcing, 
picking and prying. 


Optional Chamberlin safety 
locks permit instant emergency re- 
lease from outside in case of fire. 
Special key opens screens from in- 
side for routine maintenance. 


If your hospital or institution is faced 
with a detention problem, let us give 
you specific data on your needs — or 
write for the booklet on Chamberlin 
Security Screens — Detention, Protec- 
tion and Safety types. 


the American 
Hospital Associo- 
tion Convention in 
Philadelphia, Sep- 
tember 15-18, 
Booth No. 205. 


1254 LA BROSSE ST. ° DETROIT 32, MICHIGAN 


Other Chamberlin Institutional Services include Metal Combination Windows, Reck Wool Insulation, Meta! Weather Strips and Piasti-Calk 


Vv 


Jj 
a 
; 
é 
You are invited to 
T N visit our exhibit at 


Electro- 


Ther apy 
GLISSANDO TREATMENT 


reduces severity of convulsion ... 
reduces chance of fracture... 


Model 160-G 
$250.00 


02-G As illustrated complete 


complete with 


electrodes U N T 


Glissando in Electro Shock Therapy is the method of applying the shock 
stimulus to the patient in a smooth, gradually increasing manner so that the 
severity of the initial onset is minimized. In the Lektra equipment this gradual 
increase is AUTOMATICALLY controlled for uniformity and consistency 
of results. The Glissando rate of rise, variable from .4 second to 2.0 seconds 
in steps of 0.2 second may be selected to regulate the degree of “glide” into 
the actual shock treatment. The Glissando is incorporated within the unit in 
such a manner that either Glissando Shock Therapy or 

Conventional Shock Therapy can be given at will. 


Write Dept. A for Free Literature 


LEKTRA LABORATORIES, ine. 


154 ELEVENTH AVENUE-NEW YORK 11. 


in eleetronic 
equipment" | | 
As illustrated 
VI 


A spontaneous, free flow of speech can be ob- 
tained by intravenous injection of ‘Methedrine’; 
previously withheld information is often disclosed, 
and abreaction is facilitated. 


There is no amnesia following ‘Methedrine’ ad- 
ministration; therefore there are no misgivings as 
to what has been said. Recollection of the inter- 
view helps the patient to accept the psychiatrist’s 
interpretations. 


In contrast to the drowsiness and depression 
persisting after barbiturates are used for narco- 
synthesis, patients receiving ‘Methedrine’ are left 
with a sense of well-being. Any stimulation re- 
maining after the session may, if necessary, be 


controlled by sedation. 


Information as to 


dosage and technique 


will be sent on request 


References: 
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104:593, 1946. 

Levine, J., Rinkel, M. and 
Greenblatt, M.: Am. J. Psy- 
chiat., 105:429, 1948. 
Shorvon, H. J., Rook, A. J. 
and Wilkinson, D. S.: Brit. 
M. J., 1300, Dec, 1950, 


‘METHEDRIN 


METHAMPHETAMINE HYDROCHLORIDE 


20 MG. IN 1 CC. 


INJECTION 
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Newest and Most Promising Approach 
to the Medical Treatment of Alcoholism 


"Antabuse" offers renewed hope for the 
alcoholic patient. Extensive clinical 
Studies have clearly established the 
effectiveness of this preparation in the 
treatment of alcoholism. 


Even small amounts of alcohol, taken 

after "Antabuse" is administered, will 

produce a highly unpleasant and distressing 
reaction. Because "Antabuse" produces this 
strong sensitivity to alcohol, sobriety is self 
enforced, and the patient is rendered more 
amenable to the supportive and psychotherapeutic 
measures necessary for rehabilitation. 


"Antabuse" is safe therapy when properly 
used. It should, however, be employed 
under close medical supervision and with 
the full knowledge of the patient. 


Tested in MORE THAN 100 clinics... 

by MORE THAN 800 qualified investigators 
...0n MORE THAN 5,000 patients... 

and covered by MORE THAN 200 

laboratory and clinical reports. 


Brand of specially prepared and highly purified 
tetraethylthiuram disulfide 


te .a "chemical fence" for the alcoholic 


with the material Supplied in tablets of 0.5 Gm., 
used by the original bottles of 50 and 1,000. 
Danish workers, and 
is supplied under license 
from Medicinalco, Ayerst, McKenna & Harrison Limited 
Copenhagen, Denmark. 
U.S. Pat. No. 2,567,814. New York, N.Y. « Montreal, Canada 
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an 
answer 
to 

asthma 


Q. Is there a sympathomimetic agent 
that will give relief from asthma without 
causing vasopressor and psychomotor 
stimulation? 


A. Orthoxine Hydrochloride provides 
bronchodilatation with minimal vaso- 
pressor and psychomotor stimulation. By 
modifying the configuration of a sym- 
pathomimetic amine molecule, the action 
of Orthoxine has been centered mainly 
upon bronchodilatation, thereby mini- 
mizing side-effects arising from vasopres- 
sor or psychomotor-stimulating activity. 


Orthoxine’ @ 


HYDROCHLORIDE 


BRAND OF METHOXKYPHENAMINE 


Bottles of 100 and 500 tablets. 

Orthoxine Hydrochloride (100 mg.) tab- 
lets contain beta-(ortho-methoxypheny])- 
isopropyl-methylamine hydrochloride, a 
bronchodilator and antispasmodic. 

For Adults: Y to I tablet (50 to 100 mg.) 
For Children: half the dose 

For Both: Repeat every 3 to 4 hours as 
required 


* Trademark, Reg. U. S. Pat. Of. 


Medicine . . . Produced with care ... Designed for health 


THE UPJOHN COMPANY, KALAMAZOO. MICHIGAN 
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TECHNICALLY ADVANCED 


REITER 
ELECTROSTIMULATORS 


“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 
No. 2 or B MACHINE (Model CW47B) 


for non-convulsive stimulative electro therapy 


combined convulsive and stimulative electro therapy — now 
with fully extended convulsive range 


treatment of barbiturate coma and respiratory problems 


e greater efficiency of convulsive currents, clinically proven, produc- 
ing a very soft convulsion without epileptic outcry 


e therapeutic effect by means of specific LOW CURRENTS 


@ unique design permitting more than 200 hours of constant opera- 
tion without overheating or damage to machine 


@ respiration is forced and controlled ly current stimulation during 
and at the end of seizure 


@ memory defect, physical thrust, apnea, etc. are avoided 


@ no tube replacement problem, Reiter tube guaranteed for five years 
@ special electrodes eliminate use of jelly 


e new, clinically proven techniques 


e advanced models result from 12 years of coordinated laboratory and 
clinical research 


OTHER THERAPY RANGES 


No. 1 or A Machine (Model CW46L) for electro convulsive therapy 
No. 3 or C Machine (Model RC47B) for prolonged deep coma therapy 


LITERATURE AND A BIBLIOGRAPHY OF MORE 
THAN 75 REFERENCES AVAILABLE ON REQUEST 


REUBEN REITER, Se. D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 19, N.Y. 
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In the many cases whjth require sedation without excessive hypnosis, 
Mebaral is of outstgfding merit. 


With its relatively’ wide margin between sedative and hypnotic dosage; 
Mebaral may bé employed in those conditions in which relief from 
anxiety, depression or agitation is desired during the waking hours. 


INDICATIONS: 

MebarAl affords alleviation of tension in the hyperthyroid 

or b¥pertensive patient, relaxation in neuroses and mild psychoses, 
afcalmting influence in the high-strung menopausal patient. It is 
also a reliable anticonvulsant in epilepsy. 


Tablets of 32 mg. (' grain), 0.1 Gm. (1% grains) 
and 0.2 Gm. (3 grains) 


WINTHROP-STEARNS INC., New York 18,N.Y., Windsor, Ont. 


Mebaral, trademark reg. U.S. & Canade, brand of mephoberbital 
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SOME APPLICATIONS OF A FOLLOW-UP STUDY TO PSYCHIATRIC 
STANDARDS FOR MOBILIZATION ' 


NORMAN Q BRILL, M.D., ano GILBERT W. BEEBE, Pu.D., Wasnincton, D. C. 


INTRODUCTION 


The number of men who will be drafted 
for military service, and therefore the medi- 
cal standards for induction, will vary with 
military necessity and the supply of man- 
power. When the objective is a small, peace- 
time military establishment or a partial mo- 
bilization it is possible to maintain high in- 
duction standards. However, in any all-out 
military effort, standards must be lowered in 
order to provide a large force from the rela- 
tively fixed manpower pool. Medical stand- 
ards for induction, then, are a way of choos- 
ing a force of such size and characteristics 
as may be dictated by the military situation. 
If one accepts as necessary a given size of 
force, then the errors that may be made in 
establishing standards are as follows: (1) 
they are set so high that a force of the neces- 
sary size is not forthcoming; and (2) they 
are set so low that too many men of inferior 
capacity are accepted while there remain 
better men who have not yet been considered. 
An individual with a given physical or emo- 
tional disability may or may not be needed 
for military service. The ultimate criterion 
is: Do the armed forces need this man? Spe- 
cifically psychiatric screening, similarly, must 
be viewed as a means of furthering the war 
effort at minimal cost in psychiatric casual- 
ties; merely to minimize psychiatric break- 
down is not enough. Moreover, only after 
the requirements for national survival have 
been met can consideration be given, in form- 
ulating psychiatric criteria, to such questions 
as the probable effect of military service (or, 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

From the Department of Psychiatry, George 
Washington University School of Medicine. Win- 
fred Overholser, M.D., Professor of Psychiatry, 
was the responsible investigator. The study was 
supported by a contract with the Veterans Admin- 
istration and constitutes part of the cooperative 
program of follow-up studies developed by the 
Committee on Veterans Medical Problems, Na- 
tional Research Council, and the Veterans Admin- 
istration with the aid of the Army and Navy. 


conversely, exclusion from service with the 
stigma of inferiority) upon the individual 
and the probable financial burden of his post- 
war disability upon the community. 

Military manpower requirements can be 
rather precisely stated in terms of size of 
force, military occupation, and the like, but 
the number of men who might be used from 
a given marginal psychiatric category is any- 
one’s guess. Notably lacking is information 
on what is expected of the men who serve 
and on how to evaluate their performance in 
the armed forces. It is plain, however, that 
most men do not fight; probably less than 
25% of the men who served in the Army in 
World War II ever saw combat at the di- 
visional level. The Army is chiefly a logistic 
apparatus, and the bulk of its manpower 
requirement is to fulfill this function. For 
medical examiners to select the best set of 
men for the armed forces requires that stand- 
ards be set on the basis of requirements as 
to military performance, and yet actually 
very little is known about such requirements. 

At the beginning of World War II the 
armed forces sought to recruit at a very high 
level of emotional and physical health, and 
psychiatric screening was viewed as the best 
guarantee against large numbers of psychi- 
atric casualties. Standards were geared to the 
requirements for combat. As the supply of 
such men ran low, standards, especially non- 
psychiatric standards, were drastically re- 
vised. Psychiatrists who screened selectees 
had very little to guide them ; the written reg- 
ulations were quite general ; opinions differed 
as to the probable military value of individ- 
uals with this or that disorder ; staffing, super- 
vision, and work-load varied widely at differ- 
ent times and places; and in all, as is well 
known, psychiatric screening was a very im- 
perfect process. It is our opinion that psychi- 
atric screening was necessarily inadequate be- 
cause the examining psychiatrists did not 
know to what stress a man would be sub- 
jected, or what supports he would find in his 
own superior motivation or in the military en- 


401 


¥ 
. 
| 
= 
4 
3 
* 
| 
> 
3 
2 i 


402 


PSYCHIATRIC STANDARDS FOR MOBILIZATION 


[Dec. 


vironment. Today the standards are some- 
what better attuned to the probable require- 
ments of military performance. And yet the 
greatest single difference probably lies not in 
the new standards but in the changed atti- 
tudes that psychiatrists acquired in World 
War II. Today an examiner with military 
experience in World War II has a far more 
realist:c notion of military requirements and 
of probable performance than could have been 
expected at the outset of the war. Certainly 
one lesson of that experience is that super- 
ficial psychiatric screening can make only a 
limited contribution to the control of psy- 
chiatric disorders during a war. It now seems 
best to confine psychiatric screening to the 
elimination of obvious misfits and to supple- 
ment it by a trial at military duty to resolve 
doubtful cases. We believe that the data be- 
low, which are based on a follow-up study of 
World War II admissions for psychoneu- 
rosis, provide additional evidence in support 
of these changes in policy. 


QUANTITATIVE ASPECTS OF MANPOWER POOL 
IN WORLD WAR II 


The size and composition of the entire 
manpower pool provide the limits for the 
selection process. Accordingly we have at- 
tempted to estimate for World War II the 
total number of men available, their utiliza- 
tion, and their probable psychiatric status. 
From Census population data we estimate 
the World War II manpower at about 26,- 
000,000 men in the ages 18-37 in 1941 plus 
those reaching their 18th birthday in the 
succeeding 4 years. 

The utilization of this total we believe to 
have been approximately as follows: 


Served in armed forces 
Medically disqualified 
Deferred, chiefly for essential occupation 5,500,000 


Selective service data (1, 2) provide a basis 
for estimating the emotional health of those 
who were in the IV-F group at the end of 
the war. In a previous report (3) we pre- 
sented, on the basis of clinical experience, an 
estimate of the preservice psychiatric classi- 
fication of roughly 12,000,000 men who 
served in the Army at some time during the 


war. Subsequently, as the basis for a new 
study of military performance in relation to 
psychiatric status at entry, the Army under- 
took the psychiatric examination of a sample 
of 500 white inductees entering 6 representa- 
tive training centers in August and early 
September 1951. Individuals were chosen on 
the basis of Army Serial Number only, and 
examined by qualified Army psychiatrists. 
The examination was conducted and recorded 
so as to ensure comparability with the data 
we had previously obtained on men who 
broke down in World War II. The estimate 
thus obtained and the one previously used are 
shown in Table 1. 


TABLE 1 
Prior 
clinical 
estimate 
for 
World 
War II 


88% 


Psychiatric classification 
Clinically normal groups 
Normal and well-adjusted 
Neurotic traits only 


Marginal or predisposed group .. 
Suggestive neurosis 
Overt neurosis 
Pathological personality type 
Other psychiatric disorders 


12% 


100% 


In view of the great changes in both psy- 
chiatric standards and screening procedures 
that took place between World War II and 
1951, a sample of inductees in 1951 surely 
includes relatively more, and possibly even 
twice as many, in the marginal or predis- 
posed group than was true in World War II. 
However, we found no reliable basis for a 
quantitative revision of the 1951 data and 
have preferred to employ the clinical esti- 
mates previously developed. 

From information on the IV-F class and 
physically disqualified men in the deferred 
classes, and from the above data on those 
who served in the armed forces, we have at- 
tempted in Table 2 a very rough classifica- 
tion of the entire manpower pool in the ages 
18-37 at some time in the period 1941-1945. 
Among the roughly 15,000,000 males of these 
ages who served, 88%, or about 13,200,000 
men, were probably quite free of neuropsy- 
chiatric disorders and other disqualifying de- 
fects. If these 13,200,000 could have been 
taken first it would have been quite plain that 


20% || 
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the next 1,800,000 were men of rather dif- 
ferent psychiatric classification, and if even 
more men had been required it would have 
been necessary to relax the criteria for defer- 
ment or the medical and educational stand- 
ards for induction, or to have lengthened the 
age-span. Most of the men in the deferred 
classes were never examined. If it is assumed 
that the prevalence of defects in the deferred 
classes was the same as that of the sum of 
those who served, plus those found physically 


TABLE 2 


is needed is the older-age group since in 
theory, at least, the manpower pool could be 
extended by increasing the upper age limit. 


PSYCHIATRIC BREAKDOWN IN RELATION TO 
PRESERVICE PERSONALITY 


In order to probe further the military use- 
fulness of the marginal psychiatric groups 
we have attempted to estimate the percentage 
of men in the normal and in the predisposed 


EstrMaATep COMPOSITION AND UTILIZATION OF War II MANpoweER Poor, MALES OF 
AcE 18-37 IN 1941-1945. 


Utilization Medical classification Millions of men 
Served in No apparent psychiatric disorder ..................0eceeeee 13.2 
armed forces Psychoneurosis, pathological personality, 
and other psychiatric disorders ..............sccseeeeeees 18 


Medically 
disqualified * 


Psychiatric defects, mental or 

educational deficiency .... 

Organic, including neurological, defects .................04 
Total 


Occupational No apparent psychiatric disorder ................00eeeeeeee 3.5 

or other Psychiatric defects, mental or 

(largely un- Organic, including neurological, defects ..................55 1.0 


* Includes all those in IV-F and in deferred classes with disqualifying defects. 
t Estimated on the assumption that this group, if examined, would perelidl the other 2 groupe combined. 


disqualified—surely a minimum assumption | 


in view of the older age of the deferred 
groups—then these groups would contribute 
no more than 3,500,000 clinically normal, in 
the psychiatric sense, and with no disqualify- 
ing defect. Since World War II the U. S. 
manpower pool has probably changed very lit- 
tle in size, and the number of men with dis- 
qualifying defects is undoubtedly larger be- 
cause of World War II and the war in 
Korea. Also, the ratio of essential civilian 
to military manpower requirements in an- 
other emergency may be higher than in 
World War II because of the increasingly 
complex technology of warfare that rests 
upon civilian production. In such a situation 
great interest centers upon the possible mili- 
tary utility of the marginal groups (organic 
as well as psychiatric), and we must be pre- 
pared to say what contribution these margi- 
nal psychiatric groups could be expected to 
make under various conditions. Another 
marginal group on which more information 


personality groups in the Army who had at 
least one admission with a diagnosis of psy- 
choneurosis, behavior disorder, pathological 
personality of any kind, somatization reac- 
tion, or other psychiatric diagnoses except 
psychosis, mental deficiency, and “for ob- 
servation only, no disease found.” Of the 
clinically normal group 2.2% had at least 
one admission in contrast to 29% of the 
marginal or predisposed group. If an allow- 
ance is made for those who were given ad- 
ministrative discharges for personality dis- 
orders, but who were never formally admitted 
for medical care and given a psychiatric di- 
agnosis, the latter percentage is increased 
from 29 to 35. Although it is impossible. to 
untangle the web of predisposition and stress, 
these figures certainly suggest that predis- 
position remains a major factor in the likeli- 
hood of admission to a psychiatric service. 
In preparing this estimate we went beyond 
the 1944 Army sample utilized in the previ- 
ous paper(3) and endeavored to take into 
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account the fact that the vast majority of 
Army admissions in 1942 and 1943 involved 
men with clear-cut, pre-existing emotional 
disorders, whereas in 1944 and 1945, when 
combat was the dominant factor, half of the 
admissions for psychoneurosis were on the 
part of men who were clinically normal at 
entry. If induction examiners had rejected 
the marginal psychiatric group, which con- 
tributed 65% of the Army psychiatric ad- 
missions (excluding psychoses, mental de- 
ficiency, and “for observation”) during the 
entire war period, then nearly 1,000,000 addi- 
tional men would have been excluded who 
never broke down. 


PERFORMANCE OF MARGINAL GROUPS 


It is held by those in favor of careful 
screening that men who have readily recog- 
nizable neuroses or personality disorders, 
but who are functioning adequately in civil- 
ian life, can make a contribution in civilian 
settings but are apt to become ineffective in 
a relatively short time as a result of the ad- 
ditional stress of military service and the 
removal of specific supports that could be 
found in a highly individualistic existence 
and in family, friends, and employers. Does 
the evidence support such a generalization? 
Egan et al.(4) demonstrated that many men 
who were at first rejected on psychiatric 
grounds later made good soldiers. They 
studied a sample of over 2,000 men who had 
been rejected for neuropsychiatric reasons 
and were later taken into the service, and 
found that 79% rendered satisfactory serv- 
ice. They concluded that a large number of 
those who remained in the IV-F category 
because of psychiatric reasons could have 
served profitably in some capacity and would 
have been discharged honorably and without 
psychiatric disability. Fry(5) reported that 
many of the men in his series who had been 
treated for psychiatric disorders in college 
and who in his opinion did not meet published 
induction criteria, and yet were accepted, per- 
formed ably in uniform. As an induction 
examiner, Aita(6) classified a sample of 
men who were accepted into 2 groups: those 
expected to have a successful career, and 
those of questionable capacity because of neu- 
roses and personality disorders. From his 
subsequent study of the military careers of 


these 2 groups Aita concluded that the psy- 
chiatric examiner could not forecast military 
performance with sufficient accuracy to war- 
rant the exclusion of any but those who were 
obviously ill. Aita points out something that 
is often overlooked, namely, that in some in- 
stances emotional disorders disappear during 
military service. We too believe that impor- 
tant sustaining forces not present in civilian 
life are found in military service, most impor- 
tant of which is close identification with a 
group. Psychiatric screening in World War 
II was based primarily on individual psychol- 
ogy and little consideration given to social or 
group psychology. In some instances entry 
into service removes specific interpersonal 
stresses and even in time of war the service 
is a haven for some ; the phenomenon of men 
breaking down when faced with the prospect 
of a return to civilian life may be an extreme 
manifestation of this. As a division psychi- 
atrist Plesset(7) observed that many of the 
men whom he had labeled as poor risks be- 
fore the division entered combat were never- 
theless able to tolerate combat without be- 
coming psychiatric casualties. Our own 
follow-up study(3) provides additional sup- 
port for the view that the marginal psychi- 
atric groups, insofar as they were taken into 
service, undoubtedly made a net contribution 
to the war effort despite their high rate of 


. psychiatric breakdown, and that many of 


them broke down only under combat stress. 
Still others who broke down did so only 
after an appreciable period of service, and 
many were returned to duty following treat- 
ment. Had Army utilization and disposition 
policies been different, a considerable num- 
ber of those who broke down and were dis- 
charged could have been utilized effectively. 
In fact during 1943, when the War Depart- 
ment ordered the discharge of all limited 
service personnel, many of those discharged 
were performing satisfactorily in a variety 
of Z/I assignments despite their neuroses. 
At the end of the war medical discharges 
were given to many not because of inability 
to do a job but because assignments were 
lacking. It would appear that there is no 
examination that can equal a trial at duty in 
differentiating those with good from those 
with poor military potential, except for men 
who are already significantly disabled with 
neuroses in civilian life. 
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PROBABLE IMPORTANCE OF STRATEGIC POSI- 
TION OF THE NATION AT WAR 


Undoubtedly one reason why superficial 
psychiatric screening cannot be relied upon 
to provide accurate forecasts of military per- 
formance, except in the more extreme cases, 
is that strong motivation or environmental 
supports may counteract the inability of the 
neurotic to tolerate stress. World War II 
was for the United States an overseas opera- 
tion ; it lacked the character of a defense of 
the homeland against strong outside attack. 
We must include in our thinking the possi- 
bility of something akin to the British ex- 
perience in the 1940 blitz, with its apparently 
low rate of psychiatric breakdown. 


PREDISPOSITION VS. STRESS 


Predisposition and stress combine in vari- 
ous proportions to produce psychiatric break- 
down, i.e., admission to a psychiatric service. 
At one extreme there undoubtedly is a degree 
of predisposition sufficient to precipitate 
breakdown in the absence of stress, and at 
the other extreme great stress suffices to 
cause breakdown in men with no obvious 
predisposition. In combat the latter extreme 
is the more common, but in the great ma- 
jority of instances it appeared that both 
predisposition and stress were present. We 
can observe objective stress fairly well, and 
we think we understand predisposition. But 
do we? Are we not overinclined to postu- 
late a generalized predisposition without re- 
gard to environmental changes that may 
provide support and without regard to the 
possible specificity of a predisposition in re- 
lation to a given kind of stress? How else 
can we explain the superior military per- 
formance of individuals whose civilian his- 
tory is replete with neurotic symptoms or 
maladjustments? We believe that predisposi- 
tion has been overgeneralized, and that we 
would do well to think more in terms of vul- 
nerability to specific forms of stress and to 
the factors that may modify that vulner- 
ability. Possibly the psychiatrists used in 
World War II screening would have con- 
tributed more to the war effort if more of 
their talents had been devoted to ensuring 
better utilization of men in the armed forces 
and to efforts at prevention of psychiatric 
breakdown. 


If one views the psychiatric problem of 
the armed forces as primarily one of pre- 
disposition, then psychiatric screening ap- 
pears to be the solution, and one is directed 
toward the development of superior screen- 
ing devices. To the extent that stress is also 
credited with a major role the emphasis is 
transferred, in part, from screening to meth- 
ods of manpower utilization and prevention 
of breakdown. In our follow-up study of 
men with admissions for psychoneurosis in 
World War II we were able to explore the 
nature and intensity of stress to the extent 
that it was reflected in military records and 
in the history taken by the examiner at fol- 
low-up. In only 5% of the cases was there 
no concrete evidence of stress, and in only 


TABLE 3 


PERCENTAGE DISTRIBUTION OF FoLLOw-up SAMPLE 
By Major AREA OF STRESS PRECIPITATING 
BREAKDOWN, BY PRESERVICE PERSONALITY 


Majer area Preservice personality 
precipitating Clinically _Pre- 

b down normal disposed Total 
No stress evident....... 1.0 8.4 4.8 
68 9.2 8.0 
Military types 

100.0 99.9 100.0 


8% was the major area of stress some prob- 
lem of civilian life ; in all other cases specifi- 
cally military forms of stress predominated in 
precipitating breakdown. For our combined 
Army and Navy series, Table 3 provides this 
information in relation to preservice person- 
ality. In both groups the specifically military 
forms of stress predominate to the extent 
of at least 82%. 

Rarely was the major area of stress the 
only form of stress. Civilian stress seldom 
played a major role, and yet it was a factor 
in one-third of all the admissions, usually 
centering about some domestic difficulty. 
More than half the men sustained what 
we call inherent military stress, exemplified 
chiefly by fear of future combat, homesick- 
ness, and dietary problems. About half ex- 
perienced specific military frustrations and 
excessive demands intrinsic to military life, 
primarily regimentation. Combat stress was 
sustained by 52%, and where present it was 
usually the major form of stress ; prolonged 
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combat and deaths among comrades were 
the most common specific combat stresses 
mentioned by examining psychiatrists. About 
60% suffered such other environmental stress 
as illness, nonbattle injury, heavy physical 
demands, and adverse climatic conditions. 
Similarly, we classified men in the follow- 
up study as to where they were in their mili- 
tary careers at the time of first breakdown. 
Table 4 gives this information in relation to 


TABLE 4 


PERCENTAGE DISTRIBUTION OF FoLLow-up SAMPLE 
By LocaTION AT BBEAKDOWN, BY PRE- 
SERVICE PERSONALITY 


Preservice personality 
Location c 
at Clinically Pre- 

breakdown normal disposed Total 

Prior to overseas shipment .. 20.9 49.5 35.5 

Overseas, not in combat ... 20.1 19.5 19.8 
or following overseas 
noncombat assignment 

37.6 18.6 27.9 

Following combat ........ 21.4 12.3 16.7 


preservice personality for both Army and 
Navy cases in the follow-up sample. Al- 
though about 50% of the men in the predis- 
posed group first broke down in the Z/I prior 
to any overseas shipment, about 30% first 
broke down in or after combat. 

The fact that stress was present in the 
histories of almost all of these men does not 
of itself prove, of course, that it was a major 
factor in producing breakdown. The import- 
ance of stress is best illustrated by a com- 
parison of the psychiatric admission rates 
under various conditions of service. For 
1944, for example, according to preliminary 
data, the total N-P admission rate in the 
Army varied as shown in Table 5. 

Extensive correlation studies at all eche- 
lons have demonstrated that the N-P admis- 
sion rate in combat is correlated with the 
WIA rate to the extent of .75, and therefore 
to the severity of stress. About 200,000 
Army admissions, mostly psychoneuroses, 
can be attributed to participation in combat 
during World War II. 

Another aspect of the relation between pre- 
disposition and stress that we have studied is 
the extent to which apparent resistance to 
stress decreases with advancing age. Data 
on the 1944 Army sample used in our follow- 


up study and published World War II 
figures(8) show that during wartime the 
probability of breakdown in military service 
increases considerably with age. Figure 1 
presents this information for the age span 
covered by the draft. After age 38 or 40, in 
both the Army and the Navy, the rate of 
breakdown declines quite sharply. We felt 
that the objective stress of military life as 
a whole would vary considerably with age, 
and therefore sought a way of defining a 


TABLE 5 

Tora, N-P Apmission RATE IN ARMY IN 1944 

N-P admissions 

Army troops per 1,000 men 
involved per year 

European theater 

North American 10 


particular kind of stress for which this might 
not be true. Ground combat seemed to pro- 
vide the best example of a reasonably specific 
form of stress, and by assuming that the age 
distribution of Army troops in combat in 
1944 at the regimental level is accurately 
portrayed by the age distribution of the 
wounded, we have prepared a rough estimate 
of the chance of breakdown in combat in re- 
lation to age. This is presented as the upper 
line in Fig. 1 ; like the other lines on the chart 
this has been drawn by hand through the ob- 
served points, which are also shown. The 
estimate is not extended beyond age 30 be- 
cause of the comparatively small number of 
older men in combat regiments, and because 
in the data available to us there was a sug- 
gestion of a subsequent decline that will bear 
further study. The admission rate of men 
aged 28 to 30 is 1.7 times that for men aged 
19 to 21. Such a difference could come about 
only if older men in combat were exposed 
to more stress or had less resistance to com- 
bat stress. Since the estimate is based on the 
age distribution of the wounded, the former 
possibility seems excluded ; we believe that 
resistance to ground combat stress has its 
maximum in the approxiimate age of 19 to 
22 and thereafter declines appreciably with 


advancing age. 
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Fic. 1—Army admissions for psychoneurosis per 1,000 white enlisted men per year in 1944 and Navy 
psychiatric admissions per 1,000 white strength per year in World War II, by age. 


THE EFFECT OF MILITARY SERVICE ON PRE- 
DISPOSED MEN 


If men with neuroses and personality dis- 
orders are accepted for service, what effect 
does service have on them in comparison with 
clinically normal individuals? It is conceiv- 
able that there would be reluctance to accept 
predisposed men if the fact of military serv- 
ice alone greatly aggravated their condition. 
In the follow-up study of men who were 
admitted for psychoneurosis during World 
War II, therefore, we studied the degree of 
disability * at follow-up (about 5 years after 
breakdown) in relation to predisposition. We 
classified an individual in 2 ways, using first 
as ouf measure of predisposition his location 
in his military career when he first broke 
down, and second the examiner’s formulation 
of his emotional health at entry. Clinical 


2 Disability was determined chiefly by evaluating 
the individual’s capacity to function and not by the 
presence of symptoms. If a man lost time from 
work because of illness he was considered as having 
an impaired capacity to function and therefore dis- 
abled. Whereas major emphasis was given to the 
work area, adjustment in other areas of life activity 
was considered. As a rule, when there was no 
appreciable involvement in the work area, dis- 
ability was not considered more than “slight.” A 
“moderate” disability was one that usually cut 
appreciably into working time or efficiency. 


Note.—79% of Navy psychiatric admissions were for neurosis or psychopathic personality. 


experience might have suggested that men 
who broke down early in service under rela- 
tively less objective stress were those who 
had more emotional difficulty prior to service 
and consequently would be most disabled at 
follow-up. The latter, at least, proved not 
to be the case. As may be seen in Table 6, 
the location-at-breakdown groups contribute 
proportionately to each of the disability 
groups. In other words, a man who was 
first admitted for psychoneurosis while he 
was in basic training was just as likely to be 
well (or disabled) at follow-up as one who 
first broke down in combat. If we divide 
the entire sample into combat and noncombat 
cases, we find that 30% of the combat cases 
and 27% of the noncombat were at least 
moderately disabled at follow-up. This does 
not mean that where a man breaks down in 
service is of no significance, but by itself it 
has little value in forecasting psychiatric dis- 
ability some 5 years later. 

~ It was only when we analyzed the data sep- 
arately for each preservice personality group 
that we uncovered any evidence that location 
at breakdown is reliably associated with psy- 
chiatric disability at follow-up. As Fig. 2 
shows, in every group except those with a 
normal preservice personality the men who 
broke down in or after combat were some- 
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what more disabled at follow-up, and on an 
over-all statistical basis the differences are 
quite significant. As measured by the pro- 
portion of men with at least moderate dis- 
ability, then, it appears that the man with a 
neurosis prior to service is more likely to be 
adversely affected by combat than the previ- 


plotted on the basis of clinical assessments, 
developed in the follow-up study, of the de- 
gree of illness present on entry into service, 
at breakdown, at separation from service, 
and at follow-up. We have chosen as our in- 
dex of severity of illness the percentage of 
men with at least moderate psychiatric dis- 


TABLE 6 


PERCENTAGE DISTRIBUTION BY PsycHIATRIC DISABILITY AT FOLLOW-UP FoR MEN OF 
DIFFERENT LocATION AT BREAKDOWN 


a’ 
breakdown 

Prior to overseas shipment 


Overseas, not in combat, or following overseas 


noncombat assignment 
In combat 
Following combat 


PERCENTAGE 
100. 


Disability at | follow-up 


At least 
moderate 


268 


Slight 
27.6 


26.9 
24.8 
27.5 
26.6 


27.5 
27.0 
35-9 


28.6 


100.1 
100.0 


100.0 


PERCENTAGE 
100 


NEUROTIC 


NORMAL TRAITS 


SUGGESTIVE 
NEUROSIS 


PATHOLOGICAL 
PERSONALITY 


OVERT 
NEUROSIS 


NONCOMBAT 
comeat 


Fic. 2.—Combat and noncombat cases compared as to percentage with at least moderate disability at 
follow-up by preservice personality. 


ously normal individual or the man with a 
pathological personality. 

When we use as our measure of predis- 
position the examiner’s formulation of the 
subject’s emotional health at entry, we find 
that the entire pattern of illness during serv. 
ice and at follow-up is quite dependent upon 
it. As we have already shown (cf. Tables 
3 and 4) men with an apparently normal pre- 
service personality less often broke down 
early and more often only after prolonged 
combat. The course of illness from entry 
into service to follow-up can be roughly 


ability. Fig. 3 gives this information for each 
preservice personality group. There is a 
suggestion that previously normal men are 
not as sick when they break down as those 
who had some degree of psychoneurosis be- 
fore. It seems possible that breakdown rep- 
resents a certain degree of change from the 
pre-existing equilibrium rather than a com- 
mon low point that all reach. The recovery 
rate of those who were previously normal 
appears to be faster, and at follow-up, about 
5 years after breakdown, their health has 
very nearly returned to its preservice level, 
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PERCENTAGE 
100 


norma 
NEUROTIC TRAITS 


wy 


5 nEevROSIS 
Over’ neurosis 
PATHOLOGICAL PERSONALITY 


ENTRY INTO SERVICE BREAKDOWN 


SEPARATION 


Fic. 3.—Percentage of cases with at least moderate disability at various points in military career and at 
follow-up by preservice personality. 


according to this index, which, of course, 
ignores slight disability. For men who had 
an overt neurosis prior to entry the index 
actually does not change very much over 
the period shown. This is illustrated in Fig. 
4, which is a partly schematic* representation 
of the ebb and flow of disability in two of the 
personality groups. It is probable that im- 
provement is most rapid in the first 6 months 
after breakdown, and that after 2 years 
most men have attained a fairly static level 
of disability. Too few men in the follow-up 
sample received intensive therapy to permit 
a study of its effect. The influence of treat- 
ment in general will be described in a later 
report. 

In summary, then, where a man first broke 


Normal at entry 

Neurotic traits at entry 
Suggestive neurosis at entry 
Overt neurosis at entry 
Pathological personality at entry 


down tells us very little about his chance of 
health at entry tells us a great deal. When 
being disabled at follow-up, but his emotional 
the latter is taken as the criterion of predis- 


8It is schematic in that the index is plotted at 
the average time of each event (e. g., breakdown) 
for the particular group of men, and because the 
changing character of the curve between adjacent 
events is unknown. 


TWO PRESERVICE PERSONALITY GROUPS 
(SCHEMATIC) 


Fic. 4.—Changing level of illness throughout 
military service and subsequently: two preservice 
personality groups (schematic). 


position we find that military service as a 
whole seems to produce the following changes 
in the percentage of men with at least mod- 
erate disability : 


From 0 at entry to 8% at follow-up 
From 0 at entry to 23% at follow-up 
From 0 at entry to 18% at follow-up 
From 39 at entry to 39% at follow-up 
From 26 at entry to 51% at follow-up 


SUMMARY 

1. Heretofore it has been assumed that 
the manpower pool of the country was bot- 
tomless and induction screening was to a 
great extent designed to eliminate the “bad 
risks” and to minimize the incidence of 
breakdown. However, the experience of 
World War II suggests that the size and 
probable psychiatric composition of the total 
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manpower pool are such that another large- 
scale mobilization will necessitate interest in 
marginal psychiatric groups. The evidence 
presented here favors the utilization of these 
groups in larger numbers than was the case 
in World War II, and a continuation of the 
trend away from reliance upon superficial in- 
duction screening and toward more effective 
utilization and prevention. 

2. Since the major requirement of the 
armed forces is for logistic support, there 
is need for a more careful assessment of man- 
power requirements in terms of capacity to 
function at a wide array of particular jobs, 
rather than just in combat. The type of psy- 
chiatric examination that is possible at in- 
duction provides an insufficient basis for 


forecasting military performance and there-_ 


fore cannot be relied upon to choose individ- 
uals for service; its value is confined to the 
elimination of only the more obviously inapt 
and the grossly ill. To have kept out of the 
Army in World War II all psychiatrically 
predisposed men would have cost an esti- 
mated 1,000,000 men who served without 
ever having been admitted to psychiatric care. 

3. Those who required psychiatric care in 
the service, even if overtly neurotic at entry, 
appear to have paid their way as a group. 

4. Although there is a high degree of cor- 
relation between the chance of breakdown 
and the degree of emotional impairment 
present prior to entry into service, this is 
also true of stress. In only 5% of the follow- 
up sample did breakdown occur without ap- 
parent stress, and in more than 80% of every 
personality group the major area of stress 
was a military one. (" 

5. Groups devoid of significant psychi- 
atric defect at entry contributed about 35% 
of all Army World War II admissions for 
all psychiatric diagnoses except psychosis, 
mental deficiency, and “for observation only, 
no disease found.” In 1944 they contributed 
half of the admissions for psychoneurosis. 

6. Within the period of modern psychiatry 


U. S. military operations have been pre- 
eminently offensive, overseas actions; in a 
defensive war at home it is possible that the 
psychiatric problem would be a smaller one. 

7. Resistance to military stress generally, 
and to ground combat in particular, varies 
greatly with age, older men having much 
higher rates of admission for —- 
care. 

8. The net effect of breakdown‘: -rvice, 
as seen 5 years later at follow-up, is not as 
great as might be expected. There is rela- 
tively little change in those who were pre- 
viously normal or overtly neurotic and a 
moderate worsening of the emotional health 
of those with personality disorders, neurotic 
traits, and suggestive neuroses. Except for 
those who seemed entirely normal at entry, 
combat seems to produce somewhat more 
disability than other forms of military stress. 

g. Criteria for evaluating military per- 
formance seem badly needed. 
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I deeply appreciate the honor you have 
bestowed upon me in inviting me to address 
you at this session of the American Psychia- 
tric Association. You will realize, of course, 
that I am not here to contribute anything of 
value to this highly specialized field of medi- 
cine. I am speaking as one of many practi- 
tioners of Government medicine to practition- 
ers engaged in private practice. We are 
doctors, as you are; we are proud of our 
profession, as you are; our primary purpose 
in life as doctors is to heal the sick: that is 
yours also. We in Government medicine and 
you in private practice have common objec- 
tives and sympathies toward the disabled and 
afflicted. What, then, should be our relation- 
ship toward each other ? 

Historically, Government has always had 
an interest in medicine. The health and wel- 
fare of the citizens is of vital concern to 
Government, for the vigor and vitality of a 
nation but reflects and mirrors the physical 
and mental capacities of those who compose 
that nation. Thus, from early Colonial days, 
Government has lent its resources and power 
to complement the work of the individual 
practitioner, who is the cornerstone of Amer- 
ican medicine. The private practitioner can- 
not purify water supplies, inspect meat and 
milk, or fill swamplands. Hence, the Govern- 
ment has taken over those functions. The 
private practitioner cannot hope to meet the 
needs of the long-term chronically disabled or 
the indigent. So Government (city, county, 
state, and federal) has offered its resources. 
It is an expression of citizens teaming up 
through Government to help ‘‘eir unfortu- 
nate neighbors. Without the Government, 
the private practitioners cannot hope ade- 
quately to maintain and enforce acceptable 
standards for medical practice. Thus State 
Boards of Licensure were established—a role 
of Government that is fitting and proper. 

During the course of the years, the people 
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of this country have determined that certain 
categories of people, the merchant seamen, 
military personnel, and veterans, for their 
health needs, are a special responsibility of 
the Government. The people of this country, 
through their elected representatives, have 
passed laws to that effect. 

It may be well, at this point, to review 
briefly the law as it pertains to the entitle- 
ment of veterans to medical care as bene- 
ficiaries of the Government, for I find in my 
travels over the country that there still exists 
considerable confusion and misunderstanding 
on this subject in the minds of many. The 
law specifies that veterans are entitled to 
treatment of their service-connected disabili- 
ties as beneficiaries of the Government. The 
law also specifies the conditions under which 
veterans may be hospitalized in Veterans 
Administration hospitals for treatment of 
nonservice-connected disabilities. Section 29, 
Public Law 141, 73rd Congress, provides 
that : 

.... any veteran of any war who was not dis- 
honorably discharged, suffering from disability, 
disease or defect, who is in need of hospitalization 
or domiciliary care, and is unable to defray the 
necessary expenses therefor (including transporta- 
tion to and from the Veterans Administration facil- 
ity), shall be furnished necessary hospitalization or 
domiciliary care ( including transportation) in any 
Veterans Administration facility, within the limita- 
tions existing in such facilities, irrespective of 
whether the disability, disease, or defect was due to 
service. The statement under oath of the applicant 
on such form as may be prescribed by the Adminis- 
trator of Veterans’ Affairs shall be accepted as 
sufficient evidence of inability to defray necessary 
expenses. 

That is the legal authority for the admission 
of nonservice-connected cases to Veterans 
Administration hospitals. 

Thus we find in our American medical 
system today governmental medical activities 
and the activities of private physicians, both 
representing in origin and existence the 
wishes of the people. It is a challenging 
spectacle. The question naturally arises: Do 
they compete with each other ? 

Speaking as Chief Medical Director of the 
Veterans Administration, I will state cate- 
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gorically that I earnestly hope that every 
Veterans Administration doctor is competing 
with every other doctor, governmental or 
private practitioner, to give his patient the 
best treatment. That makes for medical prog- 
ress. Yet I will state as categorically that the 
Veterans Administration needs the help of 
nongovernmental doctors and, in turn, has 
much to offer them. It should and must be a 
cooperative effort founded on good faith, an 
honest recognition of the areas and frontiers 
of each system, and a mutual respect for the 
problems of both. 

I believe that the warm cooperation be- 
tween the medical schools of this country and 
the Veterans Administration medical depart- 
ment is one of the proudest achievements of 
today’s medicine. We in the Veterans Ad- 
ministration intend to keep it at that level. 
We certainly acknowledge with gratitude the 
contributions of the medical schools and uni- 
versities to our program, and I know that 
they likewise acknowledge the contributions 
we are making in the development of under- 
graduate and postgraduate training. It is a 
stimulating example of teamwork, and lights 
up the fact that Government and private medi- 
cine can work cooperatively instead of in 
conflict. 

You, of course, are especially interested in 
the field of psychiatry. Our Veterans Ad- 
ministration hospitals and clinics undoubtedly 
have the largest pool of psychiatric patients 
in the country; indeed, in all probability, 
these patients represent the largest number of 
psychiatric cases under one general adminis- 
tration in the world. It is a magnificent, if at 
times frightening, challenge to treat all these 
patients properly. We cannot do it alone, and 
we look to people like you for help. 

In the areas of outpatient treatment, which 
is by law reserved for the service-connected 
patient, we treat as many as our clinics and 
doctors can handle without sacrificing quality 
for quantity. For the load beyond that point, 
we must turn to the private practitioners of 
psychiatry or to the community mental hy- 
giene clinics. I have been told that some 
private psychiatrists object to taking what 
they call our “left-overs.” In a sense, these 
patients are “left-overs,” for they are the ones 
that are beyond our capacity to care for at our 
clinics. The Government, of course, reim- 
burses the private psychiatrists for their serv- 


ices in caring for these patients, in accordance 
with fee schedules that generally have been 
worked out with your representatives in state 
medical societies, or comparable schedules. 
We need the help of private psychiatry in 
our clinics and hospitals, too. We hope that 
among the psychiatrists of this country there 
will be, every year, a fair number whose 
imaginations will be fired by the challenge 
posed by the nation’s largest psychiatric 
operation. We look to them to form the core 
of our career service. Those who desire to 
maintain a foothold in private practice will 
find our part-time program particularly in- 
triguing. Part-time service provides the doc- 
tor with an interesting clinical experience, a 
definite salary, and access to much of our edu- 
cational program. The part-time physician 
brings to us not only man-power but also the 
viewpoint of the private practitioner. He is a 
two-way channel. He interprets Veterans 
Administration problems and policies to his 
brethren in private practice and, at the same 
time, brings to the Veterans Administration 
the point of view of the private practitioner. 
He is a stimulating supplement to the full- 
time doctor who has chosen a career with us. 
I acknowledge with gratitude the services 


your organization, The American Psychiatric 


Association, has rendered to us. You have 
helped set hospital and clinic standards and 
maintain them; you have helped mobilize 
public and professional support for our medi- 
cal program ; you have helped us in the re- 
cruitment of psychiatrists. What you have 
done for us is a splendid example of how 
Government and nongovernment medicine 
can work in harmony and in partnership. We 
give you full credit for the improvement that 
has resulted-in the psychiatric care of patients 
in this country. It is my sincere hope that 
this fruitful and friendly relationship between 
us will be ever continued. 

I have not confined my remarks to the 
practice of medicine but timely injected a pa- 
triotic note in these grave days for our na- 
tion. I would like you to be fully mindful of 
an observation made by one of my most dis- 
tinguished former patients, Honorable Her- 
bert Hoover : 

Nations are made great by the character and 


moral fibre of the citizens; nations die when these 
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THE ROLE OF DEFINITIONS IN PSYCHIATRY * 
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“Tf you would talk with me,” said Voltaire, 
“you must define your terms.” This advice, 
while often heard, is seldom heeded. But 
perhaps we psychiatrists, particularly, should 
take it to heart and mend our verbal ways. 
For the commonest criticism leveled against 
us by medical students, by professional col- 
leagues, and by the general public, is that it 
is impossible to understand our technical 
verbiage. We are likely to ascribe these diffi- 
culties in communication to ignorant preju- 
dice and to unconscious resistance. No doubt 
these factors are important ; but psychiatrists, 
like other mortals, are given to projection 
as a form of self-defense and, if we look at 
the facts squarely, some of the responsibility 
for this failure to communicate more effec- 
tively must be laid to our own use or misuse 
of language. 

It is for these reasons that, while defini- 
tions are important in every science, they are 
particularly so in the science (to speak a 
little hopefully) of psychiatry. For, although 
definitions have many functions, perhaps the 
most central and important of these is to 
ensure understanding, to function as guides 
to the interpretation of conventional signs. 
When we try to indicate to a nonpsychiatric 
colleague that a patient’s symptoms are due 
to unconscious anxiety, or to repressed pre- 
genital impulses, the average internist or 
surgeon is likely to feel bewildered and often 
a little irritated. For he is not likely to un- 
derstand clearly the meaning of these techni- 
cal expressions nor to be familiar with the 
clinical data on which such inferences are 
based nor to grasp the logic by which these 
inferences can (when they can) be justified. 
The result, to say the least, is a feeling of 
skepticism—a suspicion that we talk a lot 
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but really know very little, and that we use 
fancy jargon to cover up this lack of scien- 
tifically established facts in the field of psy- 
chiatry. 

An increasing number of psychiatrists— 
whether due to the influence of Aristotle, 
Korzybski, Carnap, or just common sense— 
share this critical attitude toward our official 
language. Thus the late Macfie Campbell 
declared that, from, reading hospital admis- 
sions records indicating a certain number of 
cases of “schizophrenia,” it was impossible 
to infer how many of these patients really 
had schizophrenia—a statement that interest- 
ingly combines skepticism about other psy- 
chiatrists’ use of diagnostic terms along with 
optimism about one’s own. More recently, 
Stanley Cobb has, on various occasions, criti- 
cized the semantical muddle that some psy- 
chiatrists seem almost to enjoy, stating that 
“if terms could be defined before every meet- 
ing of psychiatrists and the definitions ad- 
hered to by the speakers and discussors, much 
waste of time and printing could be avoided.” 
And just last year Bowman and Rose pre- 
sented a paper before this Association in 
which they cogently argued that the way 
psychiatrists use the words “neurosis” and 
“psychosis” has no scientific, and indeed 
very little administrative, justification. 

This fear of the “tyranny of words” in 
psychiatry is certainly realistic, and this kind 
of criticism of what F.C.S. Schiller used to 
call “nonsense fortified by technicality” is 
certainly justified. But, since we must use 
words in criticizing other people’s use of 
them, the problem is how to eliminate some 
instances of nonsense without adding equally 
to the total quantity of it in circulation. As 
Thomas Hobbes said, “Words are wise men’s 
counters, but the money of fools.” Still, in 
these days of widespread verbal inflation, 
both in and outside psychiatry, it is a wise 
man indeed who can be sure that he has not 
accepted or passed one for the other. 

If the diagnosis here suggested is correct, 
what is the treatment for this functional dis- 
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order of language and will its side effects not 
(as some fear) be worse, perhaps, than the 
disease? Clearly, there is no specific remedy 
for this disorder, which has a multitude of 
causes. Among them is the nonpublic status 
of part of the subject matter of psychiatry, the 
impossibility of exact quantitative formula- 
tions of some of the raw data, the uncontrolla- 
bility of many of the relevant variables, and 
the difficulty of testing, in any rigorous sense, 
many of the inferences made to unconscious 
processess. These factors, together with the 
inextricable mixture of meanings, facts, and 
values in human behavior, lead to a relatively 
high degree of variability in the interpreta- 
tions offered and in the solutions that will be 
accepted. But while the disorder has many 
causes and protean manifestations, and while 
no single treatment will of itself be success- 
ful, we are, in this paper, going to investigate 
and evaluate one kind of therapy, i.e., giving 
more critical attention to the role of defini- 
tions in psychiatry. 

What, then, is the role of definitions in 
psychiatry? It is not basically different from 
their role in other fields in which workers, 
using scientific methods, try to discover and 
to propagate the truth, and are therefore 
concerned with formulating statements, con- 
structing hypotheses, drawing inferences, 
testing conclusions, and communicating re- 
sults. The methods employed to answer 
questions and to gain knowledge, while hav- 
ing certain logical operations in common, will 
of course vary more or less with differences 
in the subject matter and with the particular 
aims of the inquiry. With such differences 
will be correlated certain differences in the 
kinds of definitions used and how these defi- 
nitions function. If our aim in setting up a 
definition is to have a symbolic tool to help 
us in carrying out an analysis, the specifica- 
tions for this tool will vary depending upon 
whether it is to be used (say) in the analysis 
of concepts in algebra, compounds in chemis- 
try, or patients in psychiatry. Or if our aim 
is to communicate with an audience composed 
of experts in a given field, we may assume 
that they are familiar with the terms used 
and hence we shall justifiably be less con- 
cerned with definitions than if our audience 
is unfamiliar with the language and problems 
of the field being discussed. Or, finally, our 
aim may be to use definitions as norms of cor- 


rectness to which we can appeal to settle dis- 
putes over the propriety of any given usage 
of words. This last function is more im- 
portant in the so-called normative disciplines 
of logic, ethics, and esthetics, in which it is 
fatally easy to beg (by definition) the ques- 
tion at issue and to offer, unwittingly, merely 
verbal solutions to real problems. 

Still, while it is true that definitions have 
basically the same logical functions in psy- 
chiatry as in other fields, it must be admitted 
that, because of the nature of the subject 
matter, it is more difficult in psychiatry for 
these functions to be exercised effectively. 
As readers of Spinoza’s Ethics have dis- 
covered, it is impossible to reason with the 
same clarity and objectivity and cogency 
about human desires and passions as about 
circles and triangles. In psychiatry, we can 
try to set up mutually exclusive and con- 
jointly exhaustive classes, but then our re- 
current problem is how to determine reliably 
whether some case does, or does not, fall 
within the class we have logically specified. 
In the more obscure regions of metapsychol- 
ogy the borderline cases outnumber the cases 
about which we can justifiably be certain. 
Mental processes, to the despair of obses- 
sively perfectionistic classifiers, have an un- 
controllable way of shading off and running 
into one another; a fact that makes it very 
difficult to apply to our object-language, in 
this area, the logical norms of identity and 
excluded middle. Almost every statement we 
make requires—if we are to avoid futile arti- 
ficiality on the one hand or some material 
fallacy on the other—the qualification “to 
some degree,” the exact degree remaining 
indeterminable. Subjectivity and relativity 
give rise to epistemological problems in every 
science, no matter how “exact.” But in psy- 
chiatry these problems can, for the most 
part, only be solved “in principle,” for in 
practice the data are all too often “raw” in a 
sense not exactly desired, and we must try 
to find adequate intellectual nourishment by 
the compensatory device of prolonged chew- 
ing on the half-baked theories that, in some 
areas, alone are available. While human ig- 
norance and ineptitude always contribute to 
our muddles and predicaments, in this case 
we can perhaps justifiably blame God, who 
is responsible, as Freud said, for making 
the neuroses so hard to understand and to 
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cure—thus indicating at least one use for that 
illusory Father Figure.‘ 

But surely the cure, if any, for this state of 
affairs in psychiatry, is not to embrace mysti- 
cism or to breed therapists with an extra ear. 
What is needed, evidently, is not less but 
more logic—along with (we had better add) 
more brains, knowledge, sensitivity, drive, 
and imagination. 

Many of the uses of such logic we cannot 
investigate in this paper, but we are con- 
cerned to show its role in formulating defi- 
nitions, and to show how definitions, through 
stipulating syntactical relations, formulating 
semantical references, certifying logical de- 
ductions, and mediating empirical verifica- 
tions, play an indispensable role in the order- 
ing and clarifying and communicating of 
knowledge. 

Now definitions, so viewed, would seem 
to be highly useful and harmless enough 
symbolic conventions. Hence it is surprising 
that in some minds they seem to give rise to 
claustrophobic reactions. Definitions, par- 
ticularly if “premature,” are felt to be “dan- 
gerous,” and it is feared that they will rigidly 
“encase” our minds in a “straight jacket.” 
When their necessary and proper function 
of limiting the semantical references of our 
terms is thus anxiously misconstrued, defini- 
tions become projected threats to the free 
and creative life of the mind: as if, by a kind 
of fatal word-magic, they might induce in- 
tellectual rigor mortis, which, needless to say, 
would spell death to scientific progress. In 
order at least to postpone this always un- 
timely consequence, it is sometimes recom- 
mended that we put off formulating defini- 
tions until the “end of a book,” at which 
terminal stage of communication they are 
admitted to possess some utility. 

Now of course definitions, like other man- 


4We do not think that the views expressed in 
this paragraph are unduly “pessimistic,” as one dis- 
cussant of our paper suggested. They are, we be- 
lieve, merely realistic, and carry with them no de- 
featist implications as to the unwisdom or futility 
of trying in every way possible to make psychiatry 
logically more rigorous and generally more effective 
in solving the critically important human problems 
in its field. On the contrary, the main purpose of 
this paper is to indicate some of the logical concepts 
and methods that are available for improving our 
thinking in psychiatry, and thus, eventually, our 
explanatory theories and our therapeutic procedures. 


made tools, can be well or poorly constructea, 
and can be stupidly or wisely used. Also, 
like other conventions, which exert some 
social pressure, they may be evaluated as 
good or bad, #.e., as useful guides or as dan- 
gerous obstacles in our search for truth. Too, 
it must be recognized that, in dealing with a 
problem so complex and many-sided, differ- 
ences in emphasis are inevitable, as well as 
desirable. To follow our own bent is nat- 
urally pleasant and to conform to any ex- 
ternally imposed rule, i.e., somebody else’s 
definition, interferes with our habits and 
cramps our style. However, these are all 
platitudes, which we take for granted; but 
after they are recognized and their implica- 
tions duly appraised, we still feel that the 
sort of criticism above quoted is fundamen- 
tally misconceived. 

As both the pragmatists and the general 
semanticists have emphasized, it is important, 
in the interest of achieving “extensional ori- 
entation” and of developing ideas that are 
not merely verbally plausible but “existenti- 
ally fit,” to begin our inquiries, not with rigid 
definitions arrived at and sanctioned by a 
priori methods but by looking into and inter- 
acting with the “life facts,” the empirical sub- 
ject matter. No sane person is likely to deny 
that a psychiatrist who tries to construct 
a clear, useful, applicable definition of (say) 
the word “neurosis” ought to be familiar 
with this disorder, have seen and worked with 
numerous cases of neurosis. But here our 
definer, who is concerned to keep his feet on 
the bedrock of clinical fact, runs into, at the 
outset of his inquiry, an old dialectical prob- 
lem. For if he does not have in mind, before 
he starts selecting and observing cases, some 
effectively controlling definition of the term 
“neurosis,” just how is he going to know 
that the cases in question are cases of neu- 
rosis? God in His infinite wisdom (perhaps 
judging the matter to be unimportant) has 
left to the decisions of men just what labels 
are to be attached to what qualities, relations, 
and events in nature. A rather obvious conse- 
quence is that anything is a “neurosis” that, 
by definition, is so labeled, and nothing is 
one until it is so labeled. 

Anyone who is going to use the word “neu- 
rosis” faces, therefore, one of two choices: 
either he can stipulate a definition that is to 
govern interpretations and applications of the 
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term or he can accept and try to follow some 
already established definition. If he intro- 
duces the usage for the first time (as in the 
famous case of Fermi’s definition of the word 
“barn” as equaling “10™* sq. cms.”), then 
his definition will of necessity be stipulary. 
On the other hand, if he is using a word, such 
as “neurosis,” which has a long, if logically 
disreputable, history, then while he could, 
without committing any fallacy or embracing 
any error, ignore these various more or less 
well-established and hence in variable degree 
“customary” definitions of “neurosis,” he 
will of course be ill advised to do so. 

We say “ill advised” though indeed, in 
this sort of case, which unfortunately is not 
the exception but the rule, he faces a di- 
lemma. For if, to prevent ambiguity and to 
achieve some degree of clarity, he stipulates 
a definition of “neurosis,” he courts misun- 
derstanding because of the novelty of the 
usage, and in addition he lays himself open 
to the charge of trying to invent a language, 
with the result that more of his readers are 
irritated than are enlightened. On the other 
hand, if he tries to follow so-called established 
usage he finds, alas, not one but many verbal 
customs, each probably so vague and poorly 
marked off from the others, that even a died- 
in-the-wool Aristotelian would boggle at in- 
ferring their “common essence.” In either 
case, communication fails and muddle pre- 
vails. This dilemma of definition is, unfor- 
tunately, so far from being factitious that it 
must give any self-critical thinker pause, if 
not induce feelings of paralysis, at every cru- 
cial step in discourse. 

In view of these logical considerations it 
seems obvious that definitions, implicitly pre- 
supposed if not explicitly formulated, are a 
necessary condition of even saying anything, 
let alone proving it. So when we are advised 
to put off defining important words until the 
end of a book—unless it is postulated that 
these words are already sufficiently clear and 
unambiguous, a postulate that, in psychiatry 
prior to definition, is nearly always contrary 
to fact—we must reply that without defini- 
tions relating words to words and words to 
facts, we could, to be sure, reach the “end,” 
but only in a spatio-temporal sense that is 
logically irrelevant. For definitions are logi- 
cally presupposed by every substitution and 
application of a word, phrase, or sentence, by 


every reference expressed, by every inference 
validated, by every statement verified. Hence 
to reach the end, in any sense that is logically 
appropriate and scientifically useful, requires 
definitions at every step along the way, and 
not merely in the “last chapter” of a book. 

Of course it is true that to define one term 
requires other terms whose meaning, for the 
time, is inferred and used, not stipulated. 
Also, it is true that no one can stop and de- 
fine every word. Furthermore, it is plainly 
wise not to do anything, including defining 
a term, “prematurely”! But this is an empty 
tautology. Besides, on what occasions, pray, 
are clarity and nonambiguity premature? 
Surely all that can be defended in this way 
of talking is that it counsels us not to over- 
look the possible relevance, for some pur- 
poses, of properties and relations in nature 
that are not designated if we accept a par- 
ticular definition. But this is true of any 
conceivable definition : if it did not “exclude” 
something, it would define nothing. 

Now, if we are to practice what we preach, 
we must introduce a little logic at this point, 
and try quickly—far too quickly for adequacy 
—to explain what we mean by the term 
“definition.” 

When we do not understand the meaning 
of a word, we sometimes ask (though not 
as often as we should) for a definition of it. 
If so, what do we get, or what ought we to 
accept as satisfactory? Ordinarily what we 
get is another set of words, some defining 
expression, by means of which the meaning 
of the word being defined is set forth. Since 
it is usually the vagueness and ambiguity of 
the word, rather than its complete lack of 
meaning for us, that gives rise to our request 
for a definition, no answer to this request 
ought to be accepted that does not clear up 
the vagueness and remove the ambiguity. 
For obviously no definition can fulfill its 
dual purpose of making reasoning more 
exact and communication more successful un- 
less the definition formulated is itself clear 
and unambiguous. This point is indeed obvi- 
ous, but we think it is nevertheless worthy of 
emphasis, particularly with reference to psy- 
chiatric definitions, which all too often ex- 
plain the obscure by the still more obscure. 

As we have just seen, we define a word, 
say X, by some other set of words, say 
ABC. Then we may say that X means ABC. 
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But what does this mean? On one interpreta- 
tion, this means that X may be substituted 
for ABC, because (by definition) they are 
equivalent in meaning. To further clear up 
this clarification, logically the most important 
meaning of “equivalent” in this definitional 
context is that X may be substituted for ABC 
without altering the truth-value of the state- 
ment in which it occurs. For example, if we 
replace X by the word “thermometer” and 
ABC by the defining expression, “an instru- 
ment for measuring temperature,” it is plain 
that we shall not change any statement from 
true to false or from false to true by substi- 
tuting for the word “thermometer” the ex- 
pression, “an instrument for measuring tem- 
perature,” or vice versa. If it is true that 
“some thermometers contain mercury,” it is 
likewise true that “some instruments for 
measuring temperature contain mercury.” 
That this is so is precisely what the definition 
tells us. Furthermore, it is equally plain that 
if we adhere to the customary definition of 
“thermometer” we have stated, this constancy 
of the truth-value of the statement after this 
kind of definitional substitution is a so-called 
“necessary truth.” This means that if any- 
one denied the statement “some thermometers 
contain mercury,” but asserted the statement 
that “some instruments for measuring tem- 
perature contain mercury,” he must be doing 
one of two things; he is either not following 
the customary rule of usage stated or he is 
contradicting himself. 

Definitions, so construed, are rules of usage 
whose function is to govern the substitution 
of one word for some other word or (more 
usually) set of words. This function of a 
definition we shall refer to as syntactical, and 
the relation that, by definition, is thus insti- 
tuted between the word defined and the de- 
fining expression, is accordingly a syntactical 
relation. Since this relation is between words, 
it is obviously internal to our language. 

Once this latter point is clearly grasped it 
at once becomes apparent why this syntactical 
function of a definition is by itself inadequate 
to satisfy our needs in using and interpreting 
the words in our language. For the most 
important kind of meaning of the descrip- 
tive words in our, or any natural, language 
springs from their established connections— 
in and through our organisms, via perception 
and learning—with various stimulus-objects 


in the world about us. We react to and in 
various ways depend upon and use these ob- 
jects and we need on occasion to be able to 
talk about them, particularly when they are 
absent and so cannot be dealt with directly 
through perception and manipulation. To 
satisfy this basic human need, words must 
refer to and characterize things, i.e., nonver- 
bal processes and structures and relations in 
the “real” (here equals “nonverbal”) world. 

Hence it is quite natural that, as animals 
who must adjust to reality in order to sur- 
vive, we want to know the nonverbal meaning 
of words, i.e., their factual or empirical 
meaning in terms of qualities and relations 
perceived. If one feels hot and wonders 
whether he has a fever, he may want “an 
instrument for measuring temperature,” 
whether or not he also knows that this sort 
of instrument is called a “thermometer,” or, 
in this particular case, a “clinical thermome- 
ter.” Or if he is so illiterate as not to know 
what a thermometer is, and asks for a defini- 
tion of the word, the sort of definition he 
needs will be one that will enable him to 
identify, among the various objects in the 
world, those that are called “thermometers.” 
This means that, ultimately, definitions must 
function in general so as to bridge the gap 
between words and things and in particular 
so as to relate effectively our perceptions and 
observations to the “right” things, i.e., those 
designated, according to the definition, by the 
word defined. This latter sort of function 
by which a word is related to, and so by defi- 
nition comes to signify, such and such a kind 
of thing, will be called the semantical function 
of a definition. A definition that functions 
effectively in this semantical dimension of 
meaning between the symbol and what it re- 
fers to, i.e., its referent, will govern accord- 
ingly the proper application of the word de- 
fined. 

By the term “definition,” then, we refer 
to a symbolic convention or rule the function 
of which is to govern substitutions with and 
applications of the term defined. We refer 
to definitions as “conventions” in order to 
bring out the point that they express optional 
agreements between peop‘e to use words in 
certain ways. These ways may be altered at 
will and are not forced upon us by the ob- 
jective facts of the given subject matter that 
we are trying to represent by our language. 
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We refer to definitions as “rules” in order 
to bring out the closely related point that, 
while they are not laws of nature the denial 
of which would involve us in error, but are 
man-made and optional, they yet express 
our need to be able to expect legitimately that 
words will be used in certain accepted and 
approved ways, and not capriciously and 
irresponsibly without due regard for well- 
established verbal customs. Mis-speaking 
often leads to mis-taking, and while mis- 
takes range in importance from the trivial 
to the fatal, we naturally try, in so far as we 
are rational, to avoid all kinds. Hence our 
need for some definitional rules that will 
function as norms of correctness and can, 
therefore, be appealed to for justification in 
our efforts to adjudicate disputes. 

We spoke of definitions as governing sub- 
stitutions with, and applications of, the term 
defined. The concept of this dual function is 
perhaps already sufficiently clear, but a psy- 
chiatric illustration of it will do no harm. 
Thus, if we accept the definition of “anxiety” 
given in a well-known dictionary as “dis- 
tress or uneasiness of mind caused by ap- 
prehension of danger or misfortune,” this 
conventionally established definition tells us 
that we may, with syntactical propriety, sub- 
stitute the word “anxiety” for the defining 
expression “distress or uneasiness of mind 
caused by apprehension of danger or mis- 
fortune.” In short, within the universe of 
discourse covered by the definition such a 
substitution of what occurs on the left side of 
our definitional equation for what occurs on 
the right side is logically sanctioned, is a 
correct operation. For, as we saw above, 
it is the logical function of a definition, in 
the syntactical dimension of meaning, to 
specify and hence afterwards to justify such 
a substitution, i.e., to establish this kind of 
functional equivalence between the word be- 
ing defined and the defining expression. 

But the definition also tells us something 
more. It tells us that the word defined may 
be correctly applied to any nonverbal set of 
events that is described by the defimng ex- 
pression. For definitions in ordinary lan- 
guage are not only rules of substitution: they 
are also rules of application. To consider 
again our example, the definition of “anxiety” 
quoted implies that any state of mind that is 
described by “distress or uneasiness of mind 


caused by apprehension of danger or mis- 
fortune,” is a state of mind to which the 
word “anxiety” may be correctly applied. 
In short, this definition has a semantical, as 
well as a syntactical, function. 

Both of these functions are obviously im- 
portant, as they are, of course, in certain ways 
interdependent. But from the standpoint of 
experimental investigation as well as clinical 
practice, it is the failure of many psychiatric 
definitions in their semantical function that 
is most obvious and not infrequently makes 
impossible any kind of rigorous verification 
of the “statements” allegedly being asserted. 

The word “allegedly” is here used advis- 
edly. For no combination of words consti- 
tutes in the strict logical sense a statement 
unless the descriptive terms in it have mean- 
ing. Furthermore, this meaning must be of 
the kind referred to above as “semantical,” 
that is, the terms must be so understood as 
effectively to relate the mind of any would-be 
interpreter of the statement to relevant pat- 
terns of empirical data. For such semantical 
meaning of words, phrases, or sentences is 
a necessary condition of empirical truth. 
Without it we may be able to say in other 
words what a sentence “means,” but we can- 
not show, on the basis of observed facts, 
that the sentence expresses a true proposition. 

This last point is logically crucial, and will 
perhaps bear restating. Exact knowledge of 
the truth of any statement presupposes a cor- 
respondingly precise understanding of the se- 
mantical references expressed by the state- 
ment. Such a precise understanding of verbal 
meanings can, in a field like psychiatry, only 
rarely be inferred from the context, and 
therefore it must usually be furnished by 
clear and unambiguous definitions that func- 
tion effectively in guiding interpretation of 
the references intended, thus bridging the 
gap between language and nonlinguistic facts. 
But good definitions do more: for they also 
logically mediate our judgments as to the 
relevance of any observed facts, and thus 
play an essential role in the process of veri- 
fying (or disverifying) the truth-claims ex- 
pressed by the statement. Consequently, 
without adequate definitional rules, to which 
we conform in our thinking, it is self-con- 
tradictory to speak of the “inferences we 
have validated” or of “the truths we have 
established.” 
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Another point here should be emphasized. 
While true or false statements presuppose 
definitions, definitions are not, strictly speak- 
ing, true or false. If, for example, I assert 
that no one uses the expression “unconsciou- 
anxiety,” what I say is false; or if I assert 
that nothing exists of the sort referred to 
by the expression “unconscious anxiety,” 
what I say may be, and probably is, false— 
at least the issue is partly controversial. But 
in stipulating or accepting or using a defini- 
tion of “anxiety” that omits reference to so- 
called unconscious anxiety, I am not denying 
the existence of any possible referent for this 
term, nor trying—what would indeed be a 
psychotic act—to exclude, by definition, such 
a referent from the facts of nature. Patently, 
no thing can be defined into or out of exist- 
ence. Definitions are properly concerned with 
symbols, their substitutions and applications, 
not (except in a quite different way) with 
the things in nature to which these symbols 
refer, and to which they apply. 

These remarks are far from implying that 
it does not matter how terms are defined. 
The point, rather, is that different sets of 
criteria are relevant to evaluating definitional 
conventions than are relevant to evaluating 
factual statements. Definitional conventions 
ought to be clear and unambiguous, conven- 
ient to operate with and, if possible, gen- 
erally useful, or at least useful for some 
limited scientific purpose. Factual statements 
must be clear enough, and they also ought 
to be useful, but their logical distinction is 
that the description they contain is asserted, 
by which a truth-claim is made: a logical dis- 
tinction that generates, accordingly, the cri- 
terion of truth as uniquely applying to such 
statements, as distinguished from definitions. 
Needless to say, in much loose talk and in- 
variably in heated arguments, these logical 
distinctions—which are basically important 
and far-reaching in their implications—are 
ignored and confused, with such results as 
are all-too-familiar, thought losing its di- 
rection and criticism its mark. 

A further word about the criterion of util- 
ity. Intelligent application of this criterion 
will of course vary with the clinical or ex- 
perimental setting and will depend upon the 
purpose in mind. To be able to predict and 
to control is a purpose very widely shared, 


however, and from a scientific standpoint 
this purpose will, accordingly, count heavily 
in our judgments about the utility of com- 
peting definitions. Thus the best sort of noso- 
logical terms in psychiatry are those that, 
when correctly applied, usefully mediate valid 
inferences to the underlying causes of, the 
dynamic mechanisms involved in, as well as 
the most effective treatment for, the class 
of disorders in question. This fact suggests 
one of our basic dilemmas in psychiatry: 
without more carefully tested and well-organ- 
ized knowledge of the subject matter, the 
over-all appraisal of definitions is difficult 
and in some ways inescapably arbitrary; on 
the other hand, without clearer and more 
precise definitions that are formulated with 
a pragmatic eye to their utility, it is difficult 
to communicate effectively and impossible 
to gain such knowledge. But this dilemma, 
while real enough, need not induce paralysis. 
Here, as elsewhere, scientific progress is a 
spiral process, with investigators concentrat- 
ing, alternately, on the logical properties 
of the language used and on the empirical 
traits of the subject matter being investi- 
gated: a process that, when successful, leads 
to increasingly closer approximations to the 
truth, and in the long run to more effective 
control of events in nature. 

These various considerations about the 
role of definition in psychiatry may seem 
very theoretical, and many may wonder what 
is the practical value of such logical concepts 
and distinctions when it comes to working 
with patients. But every clinician, who is 
at all reflective, must occasionally ask himself 
why some of his patients improve under 
therapy and others do not, or he must do 
some thinking about the causes of their 
symptoms and difficulties, or he must wonder, 
in considering the moral dilemmas faced by 
many of his patients, just what is right and 
what is wrong conduct, and so on. If he does 
raise such questions and then tries seriously 
to answer them, he will—whether he likes 
it or not—be ineluctably involved in a number 
of logical problems about definitions: what 
they are; whether, and if so why, they are 
necessary for scientific communication ; how 
they are used in constructing and testing 
hypotheses ; and what criteria are properly 
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applied in evaluating them as contrasted with 
statements of fact. 

But the previous analysis, we trust, has at 
least suggested—although lack of time has 
made it impossible for us to discuss most of 
these applications—many different ways in 
which critical thinking about definitions, as 
well as formulating and using good defini- 
tions, may improve both our theory and 
practice: by helping us to grasp the implica- 
tions of theories, to spot non sequiturs and 
other fallacies in them, and to apply them 
more intelligently, with a better sense of 
both their value and their limitations in prac- 
tice; by helping us to communicate more 
effectively with our professional colleagues 
as well as the general public, since we shail be 
more aware of the recurrent sources of mis- 
understanding between people and more fer- 
tile in thinking of devices to clear up such 
misunderstanding; by helping us to under- 
stand better the role of words, as well as non- 
verbal “signs, in the doctor-patient relation- 
ship, in bringing about and hindering or 
furthering the course of psychotherapy ; and 
finally, in a very broad way, by helping us to 
understand better our professional role in 
society, and how it is similar to, and yet 
differs from, that of the minister or the 
teacher. Understanding such complex is- 
sues, which involve manifold questions about 
meanings and facts and values and their in- 
tricate interrelationships, requires a clear 
head that is well stocked with pertinent in- 
formation. These goods of the mind in turn 
depend upon many things, but among the 
most important, we submit, is a firm grasp 
of the logic of definition; how definitions 
are constructed, how they are evaluated, to- 
gether with a knowledge of how they func- 
tion in the theory and practice of psychiatry. 


SUMMARY 


The function of definitions is to make clear 
and unambiguous the meanings of the terms 
we use. When precisely formulated and con- 
scientiously followed, definitions in turn make 
our reasoning more exact and our communi- 
cation more successful. Unless its meaning 
is clearly understood, no statement can be 
empirically verified nor logically validated by 
reference to any other statement. In all 
scientific fields, but particularly in psychiatry, 
such clarity of meaning can be achieved only 
through the most scrupulous efforts to specify 
these meanings in carefully formulated defi- 
nitions. If such definitions are to satisfy 
the pragmatic criterion of “working success- 
fully,” the descriptive terms in them must, 
wherever possible, refer to public matters 
of fact that can be established by operational 
procedures that are feasible to carry out by 
suitably trained investigators. Furthermore, 
all implicit inferences to causal antecedents 
or to future consequences, to subjective proc- 
esses that can be directly experienced by 
only one subject or to unconscious factors 
(in the dynamic Freudian sense) that can be 
directly experienced by no subject, but merely 
inferred—all such more or less dubious in- 
ferences must be brought out into the open 
and clearly so labeled, and not, as so often 
happens, be left concealed under the verbal 
cloak of the definition as formulated, where 
they create endless confusions. Definitions 
so conceived, so formulated, and so used do 
not limit our intellectual freedom to say 
anything we mean, but are, rather, the logical 
instruments by which alone what we mean 
can be said, and this intellectual freedom 
become, accordingly, a positive condition of 
self-expression and successful communica- 
tion. 
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A FOLLOW-UP STUDY OF CHILDREN WITH BEHAVIOR DISORDER 


AND SYDENHAM’S CHOREA * 
W. R. KEELER, M.D., ano LAURETTA BENDER, M.D., New York, N. Y. 


From 1934 to 1940, approximately 24 
children with behavior disorder and Syden- 
ham’s chorea were observed on the children’s 
ward of the psychiatric division of Bellevue 
Hospital. These have been previously re- 
ported by Bender(1) and some of them by 
Shaskan(2). Many of these children en- 
tered the hospital because they were thought 
to be primary behavior disorders, the chorea 
being frequently overlooked. Results of 
medical, neurological, psychiatric, and psy- 
chological examinations at that time estab- 
lished the diagnosis. 

The present follow-up study has been un- 
dertaken in order to determine the interim 
and present medical, neurological, psychi- 
atric, and social status of 20 of these patients 
who are now all young adults ranging from 
22 to 31 years of age. 

The procedure consisted of a thorough 
analysis of all the material (history, clinical 
data, etc.) available at the time of their first 
admission to the children’s ward and an 
analysis of the subsequent course of each 
patient (medical, psychiatric, neurological, 
and social adjustment). This material was 
obtained for the most part through corre- 
spondence with social agencies, mental insti- 
tutions, general hospitals, institutions for de- 
fectives, schools, and corrective institutions 
that had contact with the patients since their 
hospitalization with us. Five of the 20 cases 
received a current evaluation in this fashion. 
Two of these were interviewed and exam- 
ined. The remaining 15 cases received an 
evaluation ranging from 3 years after dis- 
charge up to 2 to 3 years ago. 


1 Read at the ro8th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

From the Psychiatric Division of Bellevue Hos- 


’ pital and the New York University College of 
Medicine. Supported in part by a research grant 
from the National Institute of Mental Health, Public 
Health Service. 


ANALYSIS OF MATERIAL AVAILABLE AT 
oF First ADMISSION 


SEX, RACE, AND AGE 


There were 12 males and 8 females. 
Seventeen were white and 3 were colored. 
Their ages ranged from 8 to 14 years. 


MEDICAL AND NEUROLOGICAL STATUS 


Eleven cases gave a history of one or more 
previous attacks of chorea. Thirteen cases 
gave a definite history of previous evidence 
of rheumatic involvement other than the 
chorea, i.e., they all had one or more attacks 
of rheumatic carditis and 2 had a previous 
attack of polyarthritis. Four others gave 
suggestive evidence of a previous rheumatic 
episode other than the chorea in that they 
manifested an apical systolic murmur at the 
time of their admission. Such a finding in 
itself is not definite proof of rheumatic in- 
volvement of the heart, but when combined 
with the presence of chorea it is suggestive. 
Three of the 20 cases gave no past or present 
evidence of any other form of rheumatic in- 
volvement than the chorea. This included 
the absence of an elevated temperature, ele- 
vated sedimentation rate, changing electro- 
cardiographic tracings, etc., at the time of 
their admission. It might be stated that only 
one of the 20 cases showed such rheumatic 
activity at the time of admission, and this was 
a case of active rheumatic carditis and chorea 
with an elevated sedimentation rate. This 
case was among the 13 that had manifested 
previous cardiac involvement. The diagnosis 
in the above 3 cases was made entirely on 
the basis of a characteristic neurological 
picture (3 cases), absence of anything to in- 
dicate a chorea due to other causes (2 cases), 
and a family history of rheumatic fever and 
chorea (1 case). One case was extremely 
doubtful in that she had a previous attack of 
epidemic encephalitis and gave no other evi- 
dence than the neurological disturbance. 

The attack of chorea had, in the case of 3 
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patients, preceded the rheumatic carditis and 
in one case the rheumatic carditis had pre- 
ceded the chorea. In the remaining cases 
where both manifestations had been present, 
they had occurred for the first time together. 

All except one case showed, at the time of 
admission, the typical neurological picture of 
Sydenham’s chorea, e.g., the characteristic 
spontaneous movements, incoordination of 
voluntary movements, disturbances in as- 
sociated movements, muscular weakness, hy- 
potonia, choreic hand, and pronator sign. 
The signs were more marked on one side in 5 
cases. 

Three cases gave a definite history of a 
previous attack of encephalitis, i.e., due to 
pneumonia, chicken pox, and epidemic en- 
cephalitis. One other case gave a history 
highly suggestive of such an episode. Three 
of these 4 cases gave evidence of rheumatic 
involvement other than the chorea. All 4 
cases showed neurological evidence of a pre- 
vious attack of encephalitis, e.g., squint, in- 
equality of pupils, and a history of convul- 
sions, 


PSYCHIATRIC STATUS 


In addition to having been a general be- 
havior problem, 4 cases developed acute psy- 
chotic manifestations shortly before admis- 
sion. Their psychosis was characterized by 
mental confusion especially at night, noisy 
unmanageable behavior, visual hallucinations, 
etc. One of these patients threatened suicide 
and made an attempt to climb out onto the 
roof of the hospital. This precipitated his 
transfer to psychiatry. Those cases without 
frank psychosis manifested, for example, a 
marked emotional instability, depressive fea- 
tures, frequent crying spells, temper tan- 
trums, negativism, aggressive outbursts, rest- 
lessness, hyperactivity, wakefulness at night, 
anxiety dreams, and poor attention and con- 
centration at school. In all cases, the above- 
mentioned symptomatology is considered to 
be due to an organic involvement of the brain 
by the rheumatic process. Other symptoms, 
chiefly in the form of the behavior disorder, 
are considered to be due to an interaction 
between the organic brain involvement and 
the pre-existing pathological personality 
structure, which had resulted from various 


factors including, primarily, inadequacies in 
the child’s early and current emotional life. 


PREVIOUS BEHAVIOR 


Eleven cases gave evidence of gross mal- 
adjustment prior to the first attack of chorea. 
They were a problem both at home and in 
school. In school there was a poor scholastic 
record as well as unsatisfactory behavior. 
They frequently truanted from school. At 
home they would engage in frequent fights 
with their siblings or other children. They 
were disobedient and very difficult to disci- 
pline. This behavior had, in this group, ex- 
isted for many years prior to the onset of 
the first attack of chorea. Some cases either 
had been examined by the school psychiatrist 
or had attended a psychiatric clinic. With 
the onset of the first attack of chorea their 
behavior became worse. On the other hand, 
the remaining 9 cases manifested behavior 
difficulties for the first time with the onset 
of the chorea. Some cases, from both groups, | 
came to us at the time of the first attack. 
Other cases went along for several years 
having repeated attacks of chorea with in- 
creasing behavior difficulties before they 
finally were admitted for psychiatric care. 
Some had been admitted previously to pedi- 
atric wards because of their chorea and some 
of these had received fever therapy with im- 
piovement. A few cases were transferred 
directly from a pediatric ward because of un- 
manageable behavior. As mentioned above, 
4 of these had manifested a frank psychotic 
episode. Many of the children were thought 
to be primary behavior disorders before en- 
tering hospital, the chorea being frequently 
overlooked. 

The bad behavior before the onset of the 
chorea appeared to depend upon a variety of 
interacting factors, which included, primarily, 
social and emotional deprivation (9 cases), 
a low IQ (7 cases), a profound reading dis- 
ability (several cases), a pre-existing enceph- 
alitis (2 cases), and a pre-existing schizo- 
phrenia (1 and possibly 2 cases). 


ENVIRONMENTAL BACKGROUND 


Most patients admitted to our ward come 
from homes where there is family discord 


_and economic insecurity. Many come from 
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broken homes. The background of 12 chil- 
dren in this study was very bad. 


PSYCHOLOGICAL TESTING 


All IQ’s were obtained on the Stanford 
Binet (Form L) Intelligence Scale. Two 
cases had an IQ between 60 and 70; 7 be- 
tween 70 and 80; 5 between 80 and 90; 4 
between go and 100; 2 over 100. A profound 
reading disability was present in several 
cases. 


COURSE DURING HOSPITALIZATION 


Thirteen cases received fever therapy with 
marked improvement both in the chorea and 
in the associated psychiatric picture. This 
has been previously reported in part by 
Shaskan(2). One case became markedly 
psychotic while undergoing fever therapy but 
this complication very quickly disappeared 
following cessation of therapy. In addition 
to the fever therapy, the children received 
sedation in various forms, socialization, and 
psychotherapy. All cases were discharged to 
convalescent care much improved both neuro- 
logically and psychiatrically. 


ANALYsIS OF FuturE Course 


PSYCHIATRIC STATUS AND SOCIAL ADJUST- 
MENT 


Eleven cases made a very poor social ad- 
justment, 6 a fair adjustment, and 3 a good 
adjustment. Five of the 11 cases with a 
poor social adjustment had clear-cut evidence 
of rheumatic involvement other than the 
chorea. Three others did have an apical sys- 
tolic murmur at the time of admission and 
this might be considered as suggestive evi- 
dence of rheumatic involvement. Two cases 
who did poorly never had any past, current, 
or subsequent evidence of rheumatic involve- 
ment other than the chorea. One of these had 
a previous episode of encephalitis. Among 
those who did poorly and who had had 
evidence of rheumatic involvement other than 
chorea, there was t who had a previous 
episode of encephalitis, #.e., before the first 
attack of chorea. Four of the 6 cases who 
made a fair social adjustment had evidence 
of rheumatic activity other than the chorea. 
One of these had a previous attack of enceph- 
alitis. Another case with a poor social 


adjustment had suggestive evidence of rheu- 
matic involvement other than chorea in the 
form of anapical systolic murmur. All 3 cases 
who made a good social adjustment had evi- 
dence of rheumatic activity other than the 
chorea and one of these had had a question- 
able attack of encephalitis prior to the first 
attack of chorea. Of the 9 children with good 
behavior before the onset of chorea, 6 made a 
fair and 3 a bad social adjustment. Of the 11 
children with bad behavior before the onset 
of chorea, 3 made a good and 8 a bad social 
adjustment. 

Five cases had subsequent admissions to 
our psychiatric wards because of behavior 
disorder and in these cases chorea was found 
to be present. One of them was re-admitted 
14 years later. A diagnosis of psychosis as- 
sociated with Sydenham’s chorea was made 
and he was committed to a state mental hos- 
pital. He died of pulmonary tuberculosis 14 
years later. He had never manifested any- 


thing to suggest rheumatic involvement other . 


than the chorea. At the time of his first and 
second admissions the diagnosis of Syden- 
ham’s chorea was made entirely on the basis 
of the extremely characteristic motility dis- 
turbance. He was not considered to be 
frankly psychotic at the time of his first ad- 
mission. In addition, 4 other cases were re- 
admitted subsequently with no evidence of 
chorea but with a marked emotional and be- 
havioral disturbance. Two of these were 
eventually committed to a state mental hos- 
pital. 


For example, 1 case was admitted to Bellevue 3 
years later because she threatened to commit suicide. 
Two years after this she was re-admitted having 
made a serious suicidal attempt. She was then in- 
stitutionalized with a diagnosis of dementia precox. 
Two years later she was discharged in a much im- 
proved condition and has not been heard of since. 
This patient had an attack of epidemic encephalitis 
prior to her first attack of chorea and at the time 
of her first admission had shown neurological 
sequelae of such an episode. She had never to that 
time shown any other evidence of rheumatic involve- 
ment. For this reason there were great doubts as 
to whether she actually had Sydenham’s chorea or 
was suffering from chorea following an attack of 
epidemic encephalitis. The follow-up study revealed 
no subsequent evidence of rheumatic involvement. 
This establishes the diagnosis with almost certainty. 
It might be added that subsequent observers had 
not noted any further neurological sequelae that are 
seen to follow an attack of epidemic encephalitis. 
The other case had several subsequent admissions 
to our psychiatric wards and in the interim periods 
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was treated in our mental hygiene clinic. Five years 
after his original hospitalization with us, he was 
institutionalized with the diagnosis of dementia 
precox, catatonic type, and has remained there, 
except for short periods, to the present time. He 
was examined recently by one of us and showed the 
typical features of a catatonic schizophrenic. This 
patient had given only suggestive evidence of rheu- 
matic involvement other than the chorea at the time 
of his first admission, i.¢., he had manifested an 
apical systolic murmur. He has shown no subse- 
quent evidence of rheumatic involvement and, at the 
time of our follow-up examination, did not have an 
apical systolic murmur or anything else to indicate 
cardiac involvement on gross physical examination. 
One other case, who was not re-admitted to Belle- 
vue, was committed to a state mental hospital 5 
years after her discharge. There the diagnosis of 
psychosis associated with psychopathic personality 
was made. She was discharged 5 years later having 
made a fairly good adjustment on convalescent 
status. Since then she apparently has not been 
institutionalized but has been sexually promiscuous, 
irresponsible, and has not adjusted well in the 
community. 
_ Three children were placed in institutions 
for the mentally defective. Four children 
were placed in institutions for normal chil- 
dren because their families could no longer 
cope with them and it was thought that they 
would do better in a more controlled envi- 
ronment. All except one child progressed 
very poorly at school. This exception gradu- 
ated from high school. Five children at- 
tended ungraded classes. Several others were 
transferred to vocational schools because they 
could not manage the academic type of work. 
Five appeared in court with charges of steal- 
ing, burglary, sexual assault, etc. One of 
these was placed in a state training institu- 
tion where he has remained to the present 
time. Another case is at present serving 
sentence in a penitentiary. This boy had an 
encephalitis due to pneumonia as well as 
rheumatic carditis and chorea. No evidence 
of heart disease could be found upon physical 
examination at the present time. Two boys 
enlisted in the army during the last war. 
One was discharged a few weeks later be- 
cause of a nasal defect and the other re- 
mained in the service at least until 1949 when 
he was last heard of. This boy had a very 
good service record. Two girls married re- 
cently and in this way appeared to make a 
fair social adjustment. 


NEUROLOGICAL COURSE 


Six cases had one or more subsequent at- 
tacks of chorea. Five of these were read- 


mitted to the ward and one case was cared 
for in our mental hygiene clinic. All were 
brought to the hospital again, not because 
of their chorea but because of a continued be- 
havior disorder. In addition to the above, 
the following cases showed neurological find- 
ings several years after the last attack of 
acute chorea. 


One case, Robert R., 6 years after his hospitaliza- 
tion, at the age of 15, developed grand mal seizures. 
The diagnosis of epilepsy was confirmed electro- 
encephalographically in hospital. He responded well 
to anticonvulsant drug therapy. One year later he 
was committed to an institution for normal boys 
because of his continued behavior difficulties and 
inability to get along in the community. Examina- 
tion at this time revealed choreiform movements of 
both upper extremities. 

Another case, James W., 11 years after discharge, 
at the age of 21, developed a temporary weakness 
of his right arm for which he was hospitalized. At 
the time of his first admission his chorea had been 
more marked on the left side of his body. 

Edith M. was brought to the hospital 4 years after 
her discharge for a follow-up examination. She was 
14 at this time. When questioned, she complained of 
a nervousness in her left hand, and because she was 
left-handed she said that she could not write. Neu- 
rological signs were more marked on the left side. 
She showed a convergence of the outstretched arms, 
a pronation tendency, associated movements to 
speaking, choreiform jerks, and subjective fatigue. 
At the time of her previous admission her neuro- 
logical signs were also more pronounced on the left 
side. 

Alfred C., who at the time of his first admission 
revealed a right-sided hemichorea, was admitted to 
the adolescent ward 5 years later at the age of 13, 
because of behavior difficulties. At this time he 
manifested a marked tremor of the right upper 
extremity. 

John R. was admitted at the age of 14 to the 
adolescent ward, 3 years after his hospitalization 
with us, because of a continued behavior problem. 
He showed a weakness of the eye muscles bilaterally, 
coarse tremors of the outstretched hands, and a 
loss of associated movements of the left forearm 
when he walked. He gave a history of having had 
a chicken-pox encephalitis several years before his 
first attack of chorea. 

Hobart J., who is now in a penitentiary, was ex- 
amined recently. Both pupils were very small and 
reacted sluggishly to light. He had a slight left 
facial weakness. All deep reflexes were depressed, 
especially the left knee jerk and the right ankle jerk. 
This patient gave a history of encephalitis accom- 
panying a pneumonia when he was an infant. 

Rubin R., who is now in a state mental hospital 
with the diagnosis of dementia precox, catatonic 
type, shows a sluggish reaction of pupils to light, a 
doughiness and plasticity, a divergence of the out- 
stretched arms, and a marked tendency to turn 
around the longitudinal axis. 
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FURTHER MEDICAL INFORMATION 


In addition to the above, 2 cases died of 
rheumatic carditis, one 3 years and the other 
5 years after discharge. These were the only 
2 cases who were known to have developed 
rheumatic activity after their discharge. They 
were among those who had manifested rheu- 
matic carditis before admission. Another 
case, Robert N., died 3 years later of pul- 
monary tuberculosis. Another case, Alice D., 
has pulmonary tuberculosis at the present 
time. Lorraine L., a sexually promiscuous 
girl, developed syphilis. Harriet S. was hos- 
pitalized last fall with an extremely severe 
dermatitis. James W. developed undiagnosed 
“lumps under the skin” in 1948. Edith M. 
developed an acute infectious hepatitis from 
which she completely recovered. Another 
patient, Gloria P., is at present attending a 
Bellevue clinic for treatment of leukaemia. 


PSYCHOLOGICAL FOLLOW-UP 


This was limited to 6 cases, testing being 
repeated from once to 4 times over a 3-to-16- 
year period. All cases retested showed a pro- 


gressive falling off in IQ. None showed a 
rise. In a few cases the drop was as marked 
as from dull normal to borderline defective. 


Discussion 


The above material does not lend itself 
to a statistical analysis and evaluation but 
does, however, create a number of topics for 
discussion. 

First is the social adjustment of these pa- 
tients following their discharge. Eleven of 
the 20 cases made a poor social adjustment, 6 
a fair, and 3 a good adjustment. This out- 
come appeared to depend upon a combination 
of several interacting factors, the relative 
role of which can be determined with cer- 
tainty only by futuie investigation. There 
were some suggestive indications, however, 
in the present study. In comparing this out- 
come with all other variables, e.g., the presence 
of past, current, or subsequent rheumatic in- 
volvement other than the chorea, the presence 
of associated carditis, number and severity of 
the attacks of chorea, intelligence quotient, 
whether or not they received fever therapy, 
behavior before the onset of the chorea, the 
environmental background, etc., it appeared 


that the social adjustment was correlated to 
the highest degree with the environmental 
background, and the behavior of these pa- 
tients before the onset of the chorea. A poor 
social adjustment was, in the majority of 
cases, associated with a pre-existing be- 
havior disorder and a poor environmental 
background; and a good or fair social ad- 
justment was, in the majority of cases, as- 
sociated with a pre-existing normal behavior 
and a fairly good environmental background. 
It may be mentioned that it is possible that, 
in some cases, the behavior problem extend- 
ing as far back as several years before the 
first attack of chorea might be attributed, in 
part, not only to the emotional and social 
deprivations in the child’s life but also to 
involvement of the brain by the rheumatic 
process. 

It is difficult to assess just what role the 
chorea per se did play in those cases with a 
poor social adjustment. Several cases re- 
mained extremely disturbed for many years 
after cessation of the choreic motility. Ford 
(3) states, “The mental symptoms may per- 
sist for a long time and indeed, many who 
have had chorea remain sensitive and un- 
stable throughout their life. In such cases 
it is often impossible to distinguish the effects 
of the disease from the manifestations of a 
neurotic constitution.” Although the psycho- 
logical factor in our patients appeared to play 
an important role, the possibility of a per- 
manent damage or long-continued organic 
brain disturbance by the rheumatic process, 
such, for example, as that described by 
Bruetsch(4), cannot be entirely ruled out as 
a contributing factor. This is suggested by the 
presence, in several cases, of various types of 
neurological findings that were present many 
years after the last attack of acute chorea. 
Further investigation in this area needs to be 
done, however, before definite conclusions 
can be drawn. Other factors that appeared to 
be of importance in producing a poor or just 
fair social adjustment were the presence of a 
low IQ (12 cases), a pre-existing encephalitis 
(3 cases), a pre-existing schizophrenia (1 and 
possibly 2 cases), a profound reading dis- 
ability (several cases), and a prolonged 
serious illness that interfered with normal 
personality development and education (the 
majority of cases). 

The second point for discussion is the 


| | | 

i 

q 

i 

4 

3 

: 

4 

| 


426 BEHAVIOR DISORDER WITH SYDENHAM’S CHOREA 


[Dec. 


subsequent psychiatric status of these pa- 
tients. As noted above, 2 were diagnosed as 
having dementia precox, catatonic type, and 
I as a psychosis associated with psychopathic 
personality. Bruetsch(4) among others has 
reported “chronic rheumatic brain disease” 
as a possible etiological factor in some cases 
of mental illness including dementia precox. 
Another possibility is that the 2 diseases, #.e., 
chorea and schizophrenia or chorea and psy- 
chosis associated with psychopathic person- 
ality, were coincidental and not etiologically 
related. 

In one of our cases, the only one available for con- 
firmation of the diagnosis by us, it was determined 
that it was much more likely that this patient was 
schizophrenic from the beginning and that the diag- 
nosis was missed owing to the fact that our diag- 
nostic criteria were not at that time so clearly defined 
as they are now. What made this case particularly 
confusing was the marked choreic motility he had 
manifested. In fact, this motility disturbance was 
first observed by his family practitioner when he 
was 6 years of age and “Sairt Vitus’ Dance” was 
diagnosed at that time. He had also manifested an 
apical systolic murmur at the time of admission. 
This patient was examined recently. There was no 
evidence of choreic motility but he was doughy, 
plastic, somewhat cataleptic, and turned readily 
around the longitudinal axis. His heart revealed no 
abnormalities on gross physical examination. 


The marked choreic motility observed oc- 
casionally in childhood schizophrenia is some- 
times in itself very difficult to differentiate 
from that of Sydenham’s chorea. There is 
no doubt that there are differences. Regard- 
ing our patient Schilder had stated, “The 
child’s motility does not have the usual char- 
acteristics of Sydenham’s chorea inasmuch 
as there is little dystonia and not much dis- 
turbance in associated movements.” Some 
observers hesitate to say that true choreic 
motility is seen in schizophrenia. Bleuler 
states(5), “I have never seen ‘choreal’ dis- 
turbances which belonged to schizophrenia. 
The reason why Wernicke’s school assumes 
the presence of such disturbances, can only 
be that their concept of choreal movements 
extends far beyond anything which is actually 
seen in the various forms of chorea.” In 
addition to the differential points within the 
motility itself, the 2 conditions may be dif- 
ferentiated by taking into account the re- 
mainder of the factors, e.g., psychiatric sta- 
tus, medical status, history of the illness, and 
family history. At times the diagnosis is 


made particularly difficult by the presence 
of acute psychotic manifestations accom- 
panying the Sydenham’s chorea. Some cases 
of Sydenham’s chorea that have no other past 
or present evidence of rheumatic involvement 
do eventually develop such evidence. Sutton 
and Dodge(6) followed 124 patients with 
chorea without other evidence of rheumatic 
involvement for a 1-to-22-year period. These 
patients did not receive fever therapy. They 
concluded that the child who begins his 
rheumatic career with chorea runs a 50% 
chance of developing other rheumatic mani- 
festations later or, if patients with muscle 
and joint pains were included with the orig- 
inal chorea group, this was increased to 
75%. 

A third point for discussion is the neuro- 
logical course of these patients. In addition 
to the 6 cases who had manifested clear-cut 
evidence of one or more subsequent attacks 
of chorea, 7 showed subsequent evidence of 
neurological involvement. Two of these 
showed evidence of a previous attack of 
encephalitis and the follow-up neurological 
findings were similar to those that have been 
previously noted to follow encephalitis. Both 
had manifested evidence of rheumatic in- 
volvement other than the chorea. It might 
be mentioned that 1 of the other 2 cases that 
had an attack of encephalitis prior to the 
first attack of chorea never manifested any 
previous, current, or subsequent evidence of 
other rheumatic activity. This suggests that 
she probably had a postencephalitic chorea 
rather than a Sydenham’s chorea. Besides, as 
mentioned before, she had shown other neu- 
rological sequelae of a previous attack of 
encephalitis at the time of her first admission. 
Subsequent observers had not noted any fur- 
ther neurological sequelae. As noted, one case 
developed convulsions and another developed 
a transitory weakness of one side of the body. 
Convulsions among other neurological symp- 
tomatology as a sequela of rheumatic fever 
have been reported by several authors, ¢.g., 
Bruetsch(7), Foster(8), and Benda(g). 
Such neurological findings may, however, be 
coincidental. Further investigation needs to 
be done before definite conclusions can be 
drawn. Another case developed the charac- 
teristic neurological picture of a catatonic 
schizophrenic. The neurological findings in 
the remaining 2 cases may be interpreted 
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either as being sequelae of the acute chorea, 
i.€., representing a permanent damage or a 
chronic continuance of the acute episode, or 
as representing a mild recurrence. No case 
showed evidene of this type of involvement 
for a longer period than 5 years after the last 
attack of acute chorea. 

The fourth point for discussion is the IQ of 
this group of patients. It was quite low in the 
majority of children at the time of their first 
admission. It was lower than one would ex- 
pect from children of a similar social back- 
ground. The role played by the brain dis- 
turbance associated with the chorea was 
difficult to assess but it was certain that it 
was a contributing factor. All children who 
were retested over the following years showed 
a progressive falling off of IQ. A variety 
of interacting factors probably were respon- 
sible for this, e.g., the institutionalization of 
several cases. As mentioned above, the pos- 
sibility exists that some of the patients suf- 
fered from a permanent damage or long-con- 
tinued organic brain disturbance by the rheu- 
matic process. Mental retardation following 
chorea minor has been reported and was ex- 
plained on the basis of a “chronic rheumatic 
encephalitis” by Benda(g). Perhaps a proc- 
ess such as this was a contributing factor in 
the cases of the present study. 

The fifth point for discussion is the sub- 
sequent medical status of these patients. Only 
2 of the 20 were noted to have died from 
rheumatic involvement. This is a lower in- 
cidence than one would expect even in this 
relatively short time. Bland and Jones(10) 
have recently completed a 20-year follow-up 
study on 1,000 patients who had rheumatic 
fever and/or chorea as children. They noted 
that 301 of these patients died by the end of 
this period. : 

Three of our cases had no current or past 
evidence of rheumatic involvement other than 
the chorea, at the time of their admission 
with us. None of these patients subsequently 
developed such evidence. This is a lower 
incidence than one would expect from the 
figures previously quoted from the studies 
of Sutton and Dodge(6). The number of 
our cases is, however, too small for a statisti- 
cal evaluation. In addition, one of our 3 cases 
did develop undiagnosed “lumps under the 
skin,” which might have been subcutaneous 
rheumatic nodules. 


It is interesting to point out that there was 
a surprising number of patients who de- 
veloped other forms of illness, e¢.g., tubercu- 
losis and leukemia. 

The last point for discussion is the effect 
of the fever therapy on the eventual outcome 
of these patients. As noted previously, all 
cases that received fever therapy showed im- 
mediate improvement both in their chorea 
and in their behavior disturbance. Fever 
therapy did not appear to affect appreciably 
the long-range outcome of the behavior and 
social adjustment ; 7 of the 13 who received 
fever therapy were among those who made 
a poor adjustment. We cannot be sure, how- 
ever, that their prognosis might have been 
worse if they had not received fever therapy. 
The possibility that fever therapy might pre- 
vent other rheumatic manifestations has been 
previously reported by Sutton and Dodge 
(11). This might account at least in part 
for the very small appearance and recurrence 
of other rheumatic manifestations seen in 
our series of patients. 


SUMMARY AND CONCLUSIONS 


1. A 3-to-15-year follow-up medical, neu- 
rological, psychiatric, and social-adjustment 
study has been conducted on 20 patients who 
were admitted to the children’s ward of the 
psychiatric division of Bellevue Hospital. 

2. The social adjustment and psychiatric 
outcome of this group of patients were ex- 
tremely poor. 

3. Several cases showed subsequent neuro- 
logical findings suggestive of a permanent 
damage or long-continued organic brain dis- 
turbance by the rheumatic process. Further 
investigation in this area must be done before 
definite conclusions can be drawn. 

4. The poor social adjustment and psychi- 
atric outcome appeared to depend upon the 
interaction of several factors, the relative 
roles of which can be determined only by 
future investigation. They were primarily: 
(1) social and emotional deprivation, (2) 
pre-existing disease other than the chorea, 
i.e., encephalitis and schizophrenia, (3) a low 
IQ, (4) a profound reading disability, (5) a 
prolonged serious illness that interfered with 
their normal education and personality de- 
velopment, (6) a possible permanent damage 
or long-continued organic brain disturbance 
by the rheumatic process. 
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We designate as infantile personalities 
certain human beings who are not feeble- 
minded, not grossly psychotic nor psycho- 
neurotic, yet who fail to mature in their gen- 
eral attitudes and manners or in their tech- 
niques and aspirations. That they are des- 
ignated infantile personalities, rather than 
infantile or immature character neurotics, in- 
dicates our belief that they do not exhibit re- 
gression but rather lack of progression. They 
do not have the organized complexity of 
pathological character structure that is found 
in the neurotic. The clinical picture of the 
infantile personality is that of functioning 
like a child. Since he is not a child, there are 
some functions that are more highly de- 
veloped, and there is a larger amount of in- 
formation available than we would find in an 
actual child, but the attitudes and aims re- 
main those of an infant. Particularly impres- 
sive is the persistence of a dependent attitude 
and a fear of helpless need—a need, ulti- 
mately, to be loved. There is little tolerance 
of frustration. Denial of his desires appears 
to the patient as a sign of lack of love. 
Whereupon, he characteristically fails to at- 
tempt to relieve his frustration by activities 
of his own, activities of an increasingly com- 
plex and specific character, but he regularly 
resorts to substitute gratifications. For a 
given patient there will be relatively few of 
these and they will be monotonously repeated, 
frequently without much appropriateness. 
For example, when infantile persons fail to 
get along with someone the standard remedy 
may be to become ill, that is, to vomit or have 
diarrhea or fainting attacks. Others may 
regularly meet their disappointments by at- 
tacks of rage, of unclear and infantile speech, 
or of sulking. Among older infantile char- 
acters the repeated technique may be that of 
having accidents or of resorting to alcohol or 
drugs. It would appear that many of these 
infantile characters eventually suffer from 
psychosomatic illnesses. This is to say, they 
persistently use visceral reactions instead of 


1 Read in the Section on Psychoanalysis at the 
108th annual meeting of The American Psychiatric 
Association, Atlantic City, N. J., May 12-16, 1952. 
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verbal symbolic communication. The com- 
mon factor in all these recurrent bits of be- 
havior is that they let the patient feel that 
he has some control over things but that none 
of them add to his list of abilities and tech- 
niques for relationship to other people. It 
is important to recognize that the infantile 
person may be quite capable in the manipu- 
lation of “things”—machinery and the like— 
and that his disability shows up most strik- 
ingly in the inadequacy of his manipulative 
efforts in interpersonal situations. 

As an illustration, I might mention one infantile 
person in his teens, who had been brought up to be 
the family idiot. There was supposed to be one in 
each generation and his mother selected him in in- 
fancy, probably because of the peculiar shape of his 
head. He was unable to progress in school beyond 
the early grades and at age 17 he remarked to me 
that he didn’t see why young men went with his 
older sister nor what they found attractive about 
her. He, himself, kissed her any time he wanted 
to and got no kick out of it at all. Along with this 
immaturity, this young man was an excellent lin- 
guist and an excellent music critic. He was also 
possessed of quite beautiful surface manners. It 
might be added that once he established relationship 
with a mother figure who did not require him to 
be an idiot, he made unbelievable progress in ac- 
quiring a conventional education and had consider- 
able success in improving his interpersonal tech- 
niques. 

The foregoing description of the persist- 
ence of infantile behavior is not complete 
without comment upon some of the deficien- 
cies of the functions of the ego. We are not 
describing a more mature person who, for 
hostile and defiant reasons of his own, has 
seen fit to regress but rather one who has 
failed to progress. We need to consider the 
nature of this failure. There is a defect, 
probably primarily of interest and self-asser- 
tiveness, clinically observable as a lack of 
differential perception of situations. Few de- 
tails are recognized and more intricate pat- 
terns of detail are not grasped. One might 
say in this setting that these patients are 
strikingly lacking in insight as the Gestalt 
psychologists use the term. They do not 
grasp the components of the situation and, 
therefore, do not evolve appropriately dif- 
ferentiated responses leading to mastery. Of 
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all the personal elements in the environment 
of the infantile person only those few things 
that appear to mean to him satisfaction and 
security, or their withdrawal, seem to im- 
press him. They are not curious about what 
goes on in persons about them. They tend 
to note only a few facts, the same few facts, 
however varied may be the situation. This 
ignoring of meaningful phenomena results in 
a dearth of ideas as to what to do in a situa- 
tion. A small bag of tricks is expected to 
suffice for everything. These tricks are some 
of the foregoing and such things as being 
cute, optimistic and childlike, or resistant 
and pleading. Such a bag of tricks does not 
suffice, so there is repeated failure of satis- 
faction. 

If a child isn’t feeble-minded, or organi- 
cally handicapped, or psychotic, why does he 
not learn? Your answer to this question 
might depend upon your opinion as to why 
other infants do learn. Psychoanalytic opin- 
ions on this point will certainly accent 2 
facts: one is that infants, in order to ex- 
periment, to assert themselves, and to learn, 
must be free of excessive fear. Putting this 
positively, they must feel loved uncondition- 
ally in the early months of life else they will 
not learn or they will learn only badly and 
in part. The other point that analysts would 
stress is that the usual infant is not a genius 
or a great original thinker. He tends rather 
to operate upon the principle that mother 
ought to take care of him and, in return, he 
ought to be what mother wants. I am using 
“ought,” not to express a moral idea, but a 
feeling about the nature of things—that they 
ought to be that way. The infant is en imi- 
tator who learns of his mother’s attitudes 
and feelings by attempting similar bodily 
postures, facial expressions, intonations, and 
so forth, to those he observes in her, and 
discovering how they feel. That is, he acts 
and begins to feel as she feels. The analytic 
term for this is that he identifies himself 
with her, that he internalizes sore parts of 
her and eventually makes these his own, in- 
dependent of her. In studying infantile con- 
ditions and psychosomatic states, we find 
even less that is etiologically specific than is 
found in the analysis of psychoneurotic ill- 
nesses. We would not assert that the factors 
we have just noted are highly specific, but it 


is a fact that many infantile personalities 
have histories of not being healthily loved as 
babies. Sometimes this was because the 
mother was herself immature, a sort of 
mother’s helper rather than a real mother. 
Sometimes it was because mother was puni- 
tive and rejecting and, in the process lean- 
ing over backwards to deny this fact, be- 
came overprotective and prevented the baby 
from any independent activity and any op- 
portunity to grow up. Infantile personalities 
very frequently also have histories indicating 
that they did not have good persons to emu- 
late, again that the mother was immature or 
that she was elderly or interested in some 
other profession than parenthood, or the child 
was brought up by senile grandparents or 
by bad nursemaids who were ignorant and 
disinterested. In the histories of these chil- 
dren there is also a conspicuous absence of 
suitable playmates. Many of them emerge 
from families that traveled a great deal, hav- 
ing no roots, sometimes from families who 
lived in foreign countries and the child grew 
up with no one but the family. 

One youth, whose father was in the consular service, 
as a child lived variously in China, Africa, India, 
and Australia, not to mention several European 
cities. In all these places he was in the peculiar 
position of being the only American child. It was 
not considered good form for him to associate with 
natives nor did the English children care fcr him. 


There are a number of facts in the histories 
of infantile personalities that lend them- 
selves to a more dynamic psychoanalytic un- 
derstanding. 


There comes to mind a man in many ways mature, 
but in others quite infantile and alcoholic and in 
still others effeminate, seeking always to be admired 
and loved. The meaningful facts from his child- 
hood appeared, in this context, to be that his mother 
and grandmother constantly reminded him that he 
was like his alcoholic father. When he got old 
enough he proved that they were right. This is a 
sample of being what mama thinks he ought to be. 
The other relevant factors in his childhood were 
that he had a younger sister who was much more 
loved, respected, and admired than himself. After 
this sister’s death, he demoted himself to being 
younger than he was and to giving up many of his 
masculine interests and attitudes. This replaced his 
sister, to please his mother, and it meant to win 
her love for himself. 

I think of another child who had a frontal scar 
as a result of a forceps delivery. Her mother felt 
that this child was not vigorous and healthy, whereas 
her younger sister was regarded as very intelligent 
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and capable. The child with the scar on her fore- 
head was not feeble-minded but grew up to act as 
if she were. She became my patient because in her 
teens she fell in love with every man she saw and 
the family, eminently conventional, were afraid of 
the biologic consequences. As a matter of fact, 
this girl had no factual concept of intercourse, nor 
conscious interest in it, although she was 18. Feel- 
ing rejected by her mother, she was hunting for a 
substitute for her father, who had been killed in 
her childhood. This child was in my care for some 
time and came to know my family. In her early 
twenties it was not uncommon for her to hug and 
kiss me and my wife in the presence of strangers. 
At no time did she ever show any actual genital in- 
terest in me. Through the years she has made 
something of a success of her limited life, but has 
never resolved in her own mind her dependent atti- 
tude toward me and my family, to whom she writes 
of all her successes. 


For purposes of exposition, I have painted 
a picture that is more severely infantile than 
is that of many of the patients who deserve 
this diagnosis. Sometimes the state of affairs 
is concealed by a manipulation on the part cf 
the patient. The manipulation is carried on 
at 2 levels; one in speech and one in acting- 
out. As for speech, it sometimes appears that 
an infantile personality has been exposed for 
a considerable time to some highly admired 
personage who, for some reason, found it 
amusing to talk to the child in the person’s 
language of psychology or sociology or what 
not. The child learned to use these words 
and phrases. However, he differed from a 
maturing child in that he merely learned to 
parrot them. He acquired an impressive vo- 
cabulary but upon listening carefully one is 
shocked to find that the words possess no 
meaning to the childish person who is using 
them. Questioning reveals that the patient 
has no idea what he is talking about. He 
hopes that you will be impressed by these 
words. He does not have any sense himself 
that they have a legitimate meaning that he 
might try to convey from his own inner 
feelings to you. 
The most amusing example I know of this tech- 
nique was that of a youngster just entering psy- 
chiatry, who appealed to me for training analysis. 
I asked him if he had any problem for which he 
needed analysis and he gravely answered, yes, he 
was a homosexual and schizophrenic. What did 
this mean? Well, the patient did not know. It de- 
veloped he had had no direct dealings with homo- 
sexuals nor schizophrenics, having just begun his 
psychiatric residency in a hospital in which there 
was no theoretical teaching so that he did not even 


know the textbook definitions. He knew nothing 
about either state, but he had been told that I was 
interested in the study of both of them. Now this 
youth was not lying, he was merely using words 
without any subjective value at all to impress me 
and to become my child. 


The other form of mimicry, that is acting- 
out, is more serious. It leads to incorrect 
diagnosis of psychopathic personality and it 
gets the patient into serious trouble. Dr. 
Helene Deutsch has described the prepubertal 
girl, who, if she is thrown with older girls, 
may act out their sexual preoccupations, and 
even acquire the name of being quite over- 
sexed. Actually she is a little girl, playing 
games with no sense of their real significance. 
This same thing occurs in some boys. 

One boy, at fourteen, being physically oversized 
and quite bright, got to going with boys and girls 
some 19 to 24 years of age. He did everything they 
did and tried to outdo them except for one thing— 
he never attempted intercourse ; it just didn’t interest 
him yet. 

I have endeavored to present briefly the 
high points in the clinical pictures and pa- 
thology of infantile personalities. There has 
been some reference to the dynamics ; that is, 
to the tendency of the child to be what it 
believes the parents are, what it believes they 
want it to be, and, if this turns out to be a 
very infantile person, then to treat all persons 
as if they were p-rents and to seek always 
to be the infant. The economics of this state 
of affairs deserves a word. These patients 
have a sort of superego, but its purpose is 
to get them loved as children. They have 
id impulses but these tend to remain pre- 
adolescent. They have ego functions but 
these break down at the level of discrimina- 
tion and differentiation of social situations 
and the evolving of techniques for complex 
interpersonal relationships. 

As for the treatment of these patients, 
clearly they do not lend themselves to psy- 
choanalysis except as it has developed tech- 
niques for the treatment of children. These 
infants need an opportunity to function as 
such without criticism and within a situation 
in which such abilities as they have are ap- 
preciated and given exercise. They need 
freedom for some self-assertion and expres- 
sion, but they must be restrained from activi- 
ties that will lead to damage and frustration. 
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They need love, but it must not be smother- 
ing. They need tasks not beyond their ca- 
pacity. Their rewards should always be for 
constructive activities and never for regres- 
sive submissiveness. If these children are 
treated appropriately, some of them will need 
further intensive psychoanalytic treatment 


and will eventually be able to use it. As for 
the outcome in life, if they are weil trained 
and do not come to be regarded as psycho- 
paths, a number of them do extremely well 
in the somewhat simpler roles of life. A few 
of them have been able to develop specialized 
talents. 
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FURTHER OBSERVATIONS WITH NONCONVULSIVE 
ELECTROSTIMULATION * 


HARRY M. BERLINER, M.D., ann FRED L. SCHARTENBERG, M.D., Lyons, N. J. 


This is a follow-up study of the work on 
the wards of the Veterans Administration 
Hospital, Lyons, N. J., by Hirschfeld(1), 
who reported certain observations, inferences, 
and conclusions on the rationale and effect of 
nonconvulsive electrostimulation. Since July 
1951, the authors have continued the work 
initiated by him and have endeavored to 
follow his technique. The purpose of this 
paper is to evaluate the conclusions of the 
previous study. 

We use a machine manufactured by the 
Offner Electronics Corporation of Chicago, 
employing a unidirectional current delivering 
120 pulses per second with a pulse duration 
of 0.3 millisecond. The amount of current 
varies from 30 to 80 milliamperes peak, 
which corresponds to an average current of 
14 to 5 milliamperes. Since the treatment is 
painful, 8 to 12 cc. of a 5% aqueous solu- 
tion of Pentothal (sodium ethyl thiobarbitu- 
rate) is administered intravenously just prior 
to treatment. This allows the current to be 
used for 2 to 3 minutes before the patient 
regains consciousness. Dime-sized electrodes 
moistened with a sodium bicarbonate solution 
are applied bitemporally a little above the 
tips of the ears. The current is slowly turned 
up from zero and the first effect noted is a 
rapid twitching of the muscles of the eyelids. 
This excitation spreads down the face and 
neck as the current is increased. Respiration 
is free at first, but at some point of current 
increase apnea ensues. The current is then 
decreased until the maximum current that 
will still allow free respiration is reached. 
This current strength is then maintained for 
the duration of the treatment. After treat- 
ment, the patient is permitted to sleep for 
about 30 minutes in the recovery room. 
Treatment is given every other day for a total 
of 20 to 30 sessions. 

On the basis of the following observations 
and inferences, Hirschfeld and others as- 


1 Read at the ro8th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 


sumed that the current had a selective action 
on the diencephalon : 

1. Small electrodes and specific currents 
(2) have a localized effect on the brain 
through the intact skull. 

2. Current(3) stimulates the pituitary 
adrenocortical system by direct action on 
the hypothalamic area. 

3. During treatment, certain autonomic 
phenomena appear, such as dilatation of the 
pupils, flushing of the skin, perspiration, and 
gooseflesh. 

4. Severe startle reactions and excitatory 
states of crying and rage accompanied by 
violent motor movements appear frequently 
shortly after treatment. 

Hayes(4) using intracranial probes on an 
anesthetized monkey determined the current 
paths and values with the following findings : 

1. Current flow through the brain is very 
diffuse. 

2. Most of the applied electrical energy 
is wasted in shunting of current through the 
extracranial tissues. 

3. Discrete stimulation of selected cortical 
areas is not possible when current is applied 
to the intact scalp. 

In view of the fact that there was a large 
current spread extracranially that was re- 
sponsible for the muscular twitching of the 
face and neck during treatment, we wondered 
whether the autonomic responses were due, 
instead, to extracranial stimulation of tissues 
or of the sympathetic fibres in the neck. We 
therefore applied the electrodes, one in the 
usual position and the other to the middle of 
the clavicle on the same side of the body. We 
obtained a unilateral response including ir- 
regular pupillary changes, flushing of the 
skin, and action of the arrector pili muscles 
of the face and neck. 

It had also been suggested(1) that there 
was a correlation between the autonomic 
changes and the affectivity of patients, as well 
as an increase in autonomic phenomena as- 


sociated with the extent of improvement. We 


have been entirely unable to find any such 
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correlations nor could we see any variations 
in autonomic response of diagnostic or prog- 
nostic significance. 

Finally, we carefully observed the dramatic 
emotional patterns of rage and hostility oc- 
curring in some patients. These patterns 
would appear about 10 minutes after treat- 
ment while the patient was asleep in the 
recovery room. On clapping the hands to- 
gether suddenly or touching the patient 
lightly, there would be a sudden violent 
movement resembling a! startle reaction fol- 
lowed by severe muscular contortions and 
kicking and punching motions. We noted 
that, in spite of the marked violent motor 
activity, no patient ever sustained an injury 
either from striking the wall near by or the 
metal parts of the bed or from falling out of 
bed to the floor. In addition, some patients 
would also have a violent motor response 
after the administration of the barbiturate 
just before falling asleep. The general be- 
havior was very suggestive of hysterical 
elaboration or of the dramatization occurring 
in hypnotized patients whose desire to please 
or cooperate with the operator is enormous. 
In interviews with patients showing these 
dramatic episodes, we received hints in con- 
firmaticn of our suspicions. The patients 
appeared to have the idea that a treatment 
was not effective unless there were some 
emotional displays. In conversations among 
patients following treatment, there was some 
vying among them as to the severity of their 
respective outbursts. We have 2 patients 
who are on trial visit and return to the hos- 
pital at intervals for maintenance treatment, 
who regularly showed such severe emotional 
reactions. We prepared these patients on 
several successive occasions with the usual 
barbiturate and electrode placement, clicking 
the switch of the machine on and off. How- 
ever, the current flow was prevented. They 
displayed their usual rage patterns shortly 
after transfer to the recovery room. Incident- 
ally, the patients returned to the hospital for 
additional maintenance treatment at intervals 
more frequent than usual since they failed 
to experience their customary relief from 
tension and irritability. 

We then began to spread the impression 
among the personnel concerned in the admin- 
istration of treatment that these outbursts 


were unnecessary and contributed nothing to 
the improvement. We also began to ignore 
the manifestations and to refuse to demon- 
strate them to physicians who visited the hos- 
pital to observe the technique; and in con- 
sequence, the occurrence of these reactions 
dropped steadily. Finally, we had only one 
patient, in the group of those in whom we 
ourselves had initiated treatment, who still 
displayed the outburst. We next injected 
about one-half of the total dose of the bar- 
biturate, sufficient to produce some drowsi- 
ness. We injected the remainder slowly and 
gave monotonous repetitions of instruction 
to the effect that the patient would not have 
any posttreatment excitement. In this way 
we were able to eliminate entirely all violent 
behavior. Dr. Joseph Artusio(5) of the New 
York Hospital informed us that patients in 
the hypnotic state, commonly referred to as 
light anesthesia, light analgesia, or the sopori- 
fic stage, are unresponsive to tactile or nox- 
ious stimuli but will react to auditory stimuli. 
Accordingly, we have forbidden any con- 
versation about the patient during treatment. 
The antagonistic effect of the stimulating 
current on the depth of anesthesia, which will 
be considered later, makes it extremely prob- 
able that the patient during treatment and 
while asleep in the recovery room is in the 
hypnotic stage. 

We have dwelt at some length on this 
aspect because we feel very strongly that this 
procedure is a particularly useful one for out- 
patient clinics and for the private practi- 
tioner. It is safe and easy to control, mainten- 
ance treatment over long periods is feasible, 
and there are none of the objections to non- 
hospital treatment commonly raised against 
convulsive therapy such as the occurrence of 
fractures, memory loss, or confusion. Fur- 
thermore, the patient is more receptive than 
usual to psychodynamic exploration and, 
if any type of emotional abreaction or re- 
living experience is desired, it can be obtained 
easily by suggestion. The chief objection to 
this treatment outside of a hospital, we felt, 
was the need for extensive assistance in con- 
trolling violent semi-conscious behavior both 
under treatment and in the recovery room. 
We feel that the above methods will suffice 
to replace the need for numerous assistants. 

We do not consider electrostimulation to 
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be a replacement for conventional electro- 
shock but rather that it has its own specific 
usefulness. We have confirmed the observa- 
tions that, in the affective psychoses and in 
neuroses with severe feelings of guilt and 
tendencies to homosexual panic, the results 
are not only ineffective but actually deleteri- 
ous. In this connection, the recent report of 
Dr. Leo Alexander(6) describes the use of 
an alternating system of convulsive and non- 
convulsive therapy. We have not tried this 
method as yet, but we have used convulsive 
therapy followed immediately by nonconvul- 
sive treatment in the above cases but with 
disappointing results. When this combined 
treatment is used, no anesthesia is necessary 
since the convulsive treatment produces un- 
consciousness. We have observed that the 
period of unconsciousness and subsequent 
confusion is reduced considerably by the non- 
convulsive therapy. 

In view of the numerous factors involved 
in the routine we use, the question of the 
actual role of the current in producing im- 
provement arose. Patients under treatment 
constitute only about 25% of the total num- 
ber on the ward. Thus for a part of the day 
they form a special group. They are assigned 
a separate day room before and after treat- 
ment and remain together during the entire 
morning. A group of student nurses as well 
as permanent personnel assist in allaying 
anxiety and permit the patients to ventilate. 
Finally the recovery room, where we have a 
dozen beds and adequate personnel and a 
phonograph playing soft soothing music, 
might contribute to the final result. Another 
factor that might enter into the treatmente 
picture is the use of anesthesia. Accordingly, 
we decided to evaluate the current alone. For 
this purpose we allowed each patient to serve 
as his own control. This was accomplished 
by the use of a treatment regimen that dif- 
fered in only one respect—the stimulating 
current was not released. This procedure 
was carried out during the usual period of 
extensive pretreatment evaluation of the pa- 
tient as required by the regulations of the 
Veterans Administration. Immediately on 
conclusion of the control period, current was 
added without indicating that there had been 
any change or addition to the procedure. Pa- 
tients received 6 to 12 currentless treatments 


before actual stimulation was begun. They 
were carefully observed during and after this 
time. The results showed unequivocally that 
the nonconvulsive current was responsible 
for the major part, if not all, of the improve- 
ment. The patients generally reported a re- 
duction in feelings of anxiety and tension. A 
new clarity of perception, lessened irrita- 
bility, and considerable behavioral improve- 
ment were experienced. A common remark 
was, “The treatments have started to help.” 

We are of the opinion that this therapy is 
of definite benefit in 4 general categories of 
conditions : 

1. Paranoid schizophrenics with good af- 
fect showed considerable improvement in be- 
havior, lessened, irritability, and diminished 
response to delusions and _ hallucinations. 
While we noted that the psychotic ideation 
was but little affected, the effect of these ideas 
on the conduct and adjustment of the patient 
was greatly diminished. We were able to ob- 
tain a gratifying number of improved cases 
who, previously, showed no response to other 
forms of therapy and to permit these patients 
to leave the hospital. Our period of observa- 
tion of these cases is still too short to war- 
rant an estimate of the length of time a satis- 
factory adjustment outside of the hospital 
may be expected. A large proportion of the 
patients previously treated by Dr. Hirschfeld 
have made a satisfactory adjustment outside 
of the hospital for almost 3 years. The im- 
provement has been especially marked in 
those patients who have returned at intervals 
of 2 or 3 months for outpatient maintenance 
treatment. 

2. Anxiety states and psychosomatic con- 
ditions showed gratifying results. We noted 
the disappearance of cardiac and gastroin- 
testinal symptoms in both our neurotic and 
psychotic cases, although no drug therapy 
was employed and no indication was given to 
the patients that we expected the stimulation 
treatment to improve these somatic manifes- 
tations. We were surprised to see a severe 
case of seborrheic dermatitis clear up com- 
pletely. A curious effect was observed in the 
anxiety states. These patients at the incep- 
tion of treatment developed a strong depend- 
ancy relation to the therapist. This state 
continued for about 20 treatments and then, 


abruptly, the patients became quite self-re- ' 
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liant. They expressed concern about the eco- 
nomic conditions of their families, and 
showed considerable initiative and ingenuity 
in securing employment while on short leaves 
of absence from the hospital. After leaving 
the hospital, they made a good social and 
industrial adjustment, although about one- 
third of the cases found it necessary to return 
to the hospital after 2 or 3 months for oc- 
casional maintenance treatment after a re- 
turn of some irritability or anxiety. The 
change from dependancy to self-reliance was 
entirely automatic and occurred without any 
suggestion or influence on the part of the 
therapist. 

3. A number of epileptics were tried on 
electrostimulation and evinced a considerable 
change in attitude and temperament. This 
change occurred even in those who were psy- 
chotic and previously difficult to control and 
manage. The improvement would last for 
several weeks after the cessation of a course 
of 20 treatments, and relapses could be pre- 
vented or overcome by maintenance treat- 
ment at intervals of 2 or 3 weeks. A similar 
effect on the irritability and antisocial be- 
havior of epileptics has been reported follow- 
ing the use of convulsive therapy(7). How- 
ever, since maintenance therapy over long 
periods seems to be indicated, nonconvulsive 
stimulation would appear to be the treatment 
of choice. In addition, patients are not fear- 
ful of the treatment and even request it. 
Stimulation does not appear to have any 
effect on the frequency or severity of the 
seizures, however, and we have found it 
necessary to use the same schedule and dos- 
age of anticonvulsants regardless of stimu- 
lation. Conversely the dosage of anticonvul- 
sants does not affect the level of current 
employed. 

4. Many reports have appeared in the 
literature on the effectiveness of electrostimu- 
lation in barbiturate coma, asphyxia, and 
cases of respiratory arrest. In our experi- 
ence, there has been a considerable shorten- 
ing of the period of unconsciousness follow- 
ing both electroshock and barbiturate coma. 
We have been able to terminate unduly pro- 
longed periods of apnea quickly with 3 or 
4 bursts of nonconvulsive current and have 
confidently administered comparatively large 
doses of barbiturates to patients without ac- 


cident or difficulty. In the present study, we 
noted incidentally that patients subjected to 
the treatment regimen without actual stimu- 
lation remained asleep much longer in the 
recovery room than those who received 
stimulation, although the former group re- 
ceived only one-half the usual treatment dose 
of pentothal. 

In this investigation no attempt has been 
made to present any quantitative or statistical 
data. In general, our patients have been un- 
selected ; nearly all have been ill for several 
years and have had considerable treatment 
prior to the administration of electrostimula- 
tion. In spite of this and of our somewhat 
skeptical attitude initially about the efficacy 
of this treatment, the results have been grati- 
fying. We have presented our observations 
on the qualitative aspect of this form of ther- 
apy in the hope that others will be encouraged 
to try electrostimulation with more favorable 
subjects and so obtain a fairer evaluation of 
its effect. We have had only limited experi- 
ence with other types of machines but it is 
our impression that any type of apparatus 
delivering a brief-stimulus nonconvulsive 
current is effective. It would be interesting, 
too, to learn whether an alternating current 
of comparable low intensity can produce 
similar effects. 


SUMMARY 


The mode of action of the nonconvulsive 
current is still speculative. Only a small por- 
tion of the total energy reaches the intra- 
cranial contents and this apparently spreads 
through the cerebrum and deeper structures. 
Whether the effects noted are the result of 
action on the diencephalon or some specific 
porticn of it is still an unresolved question. 

Electrostimulation is a safe, simple pro- 
cedure particularly useful for outpatient 
treatment. Suggestions for making the pro- 
cedure more practical are outlined. The im- 
mediate posttreatment period is particularly 
amenable to psychotherapeutic exploration 
and psychotherapy. Maintenance treatment 
can be continued for long periods without 
deleterious side-effects. 

The chief areas of usefulness are in cer- 
tain paranoid schizophrenics, anxiety states, 
psychcsomatic conditions, epilepsy in con- 
junction with standard anticonvulsant medi- 
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cation, and finally in combating the lethargic 
confused state resulting from either barbitu- 
rate action or convulsive therapy. 
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DISCUSSION 


Dr. Bernarp L. Pacetra (New York City).— 
I am indebted to Dr. Leo Alexander for his assist- 
ance in orienting me with respect to some of the 
historical aspects regarding nonconvulsive electrical 
stimulation. Babinski, in 1902, at a meeting of the 
Neurological Society in Paris discussed his use of 
a form of nonconvulsive electrical stimulation in 
depressed patients. This was never published. In 
1939, Berkwitz employed nonconvulsive electrical 
stimulation and has continued its use to the present 
time, utilizing a very simple apparatus that generates 
unidirectional steep-walled spike potentials. Inas- 
much as the application of electrical current to the 
skin is very painful, sodium amytal is first given 
intravenously to produce partial anesthesia. Del- 
mas-Marselet subsequently reported on the use of 
low current stimulation in 1942, utilizing a dif- 
ferent technique. An interesting application of non- 
convulsive current was first employed in this country 
by Leo Alexander in 1948, in an attempt to modify 
the convulsive treatment, during the seizure and im- 
mediately after it had occurred. Working inde- 
pendently, and almost concurrently or slightly latez, 
Hirschfeld employed nonconvulsive stimulation with- 
out administering any seizure to the patient, and 
using sodium pentothal to eliminate the painful 
aspects of the treatment. Since then, the procedure 
has been utilized by a number of individuals, includ- 
ing Wilson, Impastato, Yanoff, the present in- 
vestigators, of course, and others. 

Many different techniques are employed, with dif- 
ferent size and different placement of electrodes, 
and a variety of electrical currents, including dif- 
ferences in current strength, wave-form, duration 
of pulse, frequency of pulse, and groupings of pulses. 
These same varieties of technique also prevail for 
the production of the convulsive reaction, and merely 
increasing either the duration of application of the 
stimulating current or the milliamperage, or both, 


changes the nonconvulsive stimulus ultimately into 
the convulsive stimulus. Theoretically, therefore, an 
infinite number of nonconvulsive types of treat- 
ments of different severities and intensities can be 
given with variations in the current values. These 
variabilities will undoubtedly lead to considerable 
confusion until standardized techniques are de- 
veloped, providing, of course, that the treatment 
ultimately proves to be of definite value. 

At the lowest end of the current scale, apparently 
only extracerebral peripheral structures are stimu- 
lated; as the current values increase, more and more 
current gradually reaches the brain. It is estimated 
by A. Spencer Paterson of London that direct 
stimulation, which is being done by the authors, 
absorbs about 99% of the whole strength of current, 
and is limited to all the structures between the elec- 
trodes, including nerve trunks and therefore struc- 
tures innervated by them at a distance. The perti- 
nent question now arises as to what percentage of 
the current used by Drs. Berliner and Schartenberg 
actually reaches what parts of the brain and, if so, 
are any specific cerebral structures or areas dif- 
ferentially stimulated and, if so, responsible in some 
way for the described therapeutic effects or reactions 
of the patient? 

On this score, I should like to congratulate the 
authors for their conservative attitude, and for their 
restraint in not concluding that some selective region 
of the brain has been stimulated by the current, as 
for instance, the central autonomic nervous system, 
or the diencephalon, or thalamus, etc., and thereby 
putting the “blame” on these areas for the reactions 
of the patient. 

Considerable controlled physiologic and psychi- 
atric observations need to be made before implicat- 
ing any specific areas of the brain. Very likely, 
the amount of current that actually “hits” the brain 
in these experiments is so minimal, and its effects 
so transient, that I doubt seriously that this kind 
of cerebral stimulation, if any, could account for 
the immediate posttreatment emotional reactions, 
and the therapeutic benefit reported by the authors. 
Therefore, the question arises whether electrical 
stimulation of the peripheral structures between the 
2 electrodes may be the therapeutically significant 
agent. Of course, other factors may play a role, 
such as the use of sodium pentothal and the specific 
relationship between therapist and patient. 

The authors are to be further congratulated for 
undertaking a study of a distinctly new technique 
in electric shock therapy, for employing a healthy 
critical attitude, and for keeping in mind the neces- 
sity of controls. There are just a few additional 
comments and questions: 

(1) How much of the electrical stimulus do their 
patients recall, and how do they describe it? 

(2) Do any of the patients exhibit a persistently 
hostile reaction to the treatment, instead of their 
usual dependency reaction to the therapist? 

(3) Why do the authors believe that the patients 
become more amenable to psychotherapeutic explora- 
tion and, more specifically, what kind of exploration, 
to effect what kind of psychodynamic changes in 
the personality structure? 

(4) Finally, do the authors actually mean that 
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they have observed changes in the temperament of 
epileptics—this is a far-reaching effect and im- 
plies an effect upon the character structure of the 
epileptic. I wonder if “temperament” is the proper 
word here. 


Dr. Harry M. Bertiner.—In reply to the ques- 
tions raised by Dr. Pacella: 

(1) I am convinced that the patients are unable 
to recall any details of the treatment after sleep 
is produced. Some of the patients have described 
memories and sensations but these have been so 
vague and contradictory that I believe they are 
phantasies. Two of the patients have taken treat- 
ment without anesthesia and they have described 
the sensations as boring pains similar to having a 
tooth drilled but not as definite; flashing of form- 
less lights and dull throbbings that were uncomfort- 
able but not truly painful. These sensations ceased 
as soon as the current was cut off and they felt no 
unpleasant after-effects. 

(2) We have had patients who showed a hostile 
reaction coupled with marked fear of treatment but 
this would appear after the first or second treatment 
and we have considered such cases as unsuitable for 


further treatment because of the invariable accom- 
paniment of depression or panic states. Patients 
who did not show early unfavorable responses did 
not exhibit any hostile behavior. 

(3) Patients, while in the recovery room, showed 
uninhibited behavior, a mobile affect, and a freedom 
in recalling and discussing painful experiences. In 
group sessions following recovery from treatment, 
they exhibited increased ability to understand their 
hostilities and to express some insight into their 
neurotic behavior. Associations were freer and 
psychotherapeutic sessions were more productive 
than when they were given only anesthesia during 
the control period. 

(4) We must apologize for the use of the word 
“temperament” in reference to the effect on epilep- 
tics. Actually, we observed only behavioral im- 
provement in that irritability, seclusiveness, and 
suspiciousness were greatly modified and difficult 
patients became warm, friendly individuals. Un- 


fortunately, this effect was temporary, lasting about 
2 weeks without further treatment, and we believe 
that, if such effect is desired or necessary, treat- 
ment must be continued on a maintenance basis once 
a week or 2 weeks, indefinitely. 
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Since 1937, when introduced by Bini and 
Cerletti, electric convulsive treatment has 
become one of the most widely used methods 
of treatment in psychiatry. There is no 
doubt about its effectiveness in the affective 
disorders. However, there has been no una- 
nimity as to its usefulness in the treatment 
of schizophrenics. Generally, it has been 
considered less effective than insulin shock 
therapy in the acute schizophrenics, and its 
use has been very controversial in the treat- 
ment of long-term schizophrenics. This brief 
report deals with the results of electric con- 
vulsive treatment of 102 hospitalized long- 
term schizophrenic patients. 

These patients, male veterans, were treated 
and observed between March 1, 1951, and 
June 1, 1952, in the Canandaigua Veterans 
Administration Hospital. This group is the 
total number of schizophrenics personally 
treated by the writer. Any patients treated 
concurrently by other therapies such as in- 
sulin, cerebral pneumotherapy, or lobotomy 
were excluded from this report. The average 
age was 33.3 years and the range from 24 to 
47 years. The classification as to subtypes 
of schizophrenics is 50 paranoids, 29 cata- 
tonic, g hebephrenic, and 14 unclassified. 
The duration of illness was determined by 
a careful evaluation of case histories rather 
than by length of hospitalization. Many had 
previous periods of hospitalization but, if 
there was no definite evidence of overt psy- 
chosis for a period following the earlier hos- 
pitalization, the patient was considered in 
remission for that period. Duration of ill- 
ness for this study refers only to the period 
subsequent to relapse that resulted in con- 
tinued overt psychosis. In other words, 
duration of illness in this report means that 
the patient was consistently psychotic with- 
out remission for a considerable period up to 


1 Reviewed in the Veterans Administration and 
published with the approval of the Chief Medical 
Director. The statements and conclusions published 
by the author are the result of his own study ant 
and do not necessarily reflect the opinion or policy 
of the Veterans Administration. 


A REPORT ON ELECTRIC CONVULSIVE TREATMENT OF 
102 LONG-TERM SCHIZOPHRENIC PATIENTS * 


ANDREW FERGUS, M.D., BANcor, Me. 


beginning of electric convulsive treatment. 
He was not necessarily hospitalized through- 
out duration since in many cases hospitali- 
zation was delayed by resistance of the family 
or the patient. 

The average duration of the illness of 
these patients up to the beginning of treat- 
ment is 5.4 years, with a range from 18 
months to 15 years. Only one patient was 
ill from 1 to 2 years; 13 from 2 to 3 years; 
5 from 3 to 4 years; 39 from 4 to 6 years, 
and 44 longer than 6 years. 

All the patients in this study were at the 
beginning of treatment in need of constant 
hospital supervision and their general de- 
scription corresponded to that of the classi- 
cal chronic schizophrenic. All required care 
on a closed ward and none had the privilege 
of walking about the hospital alone, nor of 
going home on short visits. Chemical seda- 
tion and hydrotherapy were frequently 
necessary. Many required constant super- 
vision as to body hygiene and clothing, and 
some had to be spoon-fed. A large percent- 
age were sitting about idly and others could 
participate only poorly in occupational and 
corrective therapy and in recreational ac- 
tivity. Some were mute and others were bel- 
ligerent, agitated, or subject to constant 
hallucinations. In all, 86 of the 102 presented 
definite management problems on the ward. 

Treatment was administered with one of 
the conventional ECT machines with the glis- 
sando technique. Treatment was not con- 
sidered adequate unless a grand mal reaction 
was obtained, and care was exercised that 
every treatment should result in a grand mal 
reaction(1). Treatment was individualized 
according to the condition of the patient. 
Overactive, disturbed, and markedly re- 
gressed patients were started with the daily 
multiple method, receiving 3 treatments the 
first day, 2 the second day, and 1 the third 
day, and then continuing 3 times a week. 
All other patients were treated 3 times a 
week from the beginning. Treatment began 
to taper off between the 12th and 3oth ad- 
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ministration according to the response of the 
patient. However, most of the patients re- 
ceived treatment 3 times weekly up to the 
30th treatment, with frequency then reduced. 
If the patient showed marked organic con- 
fusion, frequency of treatment was immedi- 
ately reduced. When treatment had to be 
interrupted because of physical illness or 
surgical intervention, and the patient showed 
relapse, treatment was resumed with the daily 
multiple method. 

Through trial and error, the frequency of 
treatment necessary to maintain the patient 
in an improved condition was established. 
Sixty-six patients have been kept on main- 
tenance treatment and 36 patients have been 
discontinued. Thirty-one of the 36 were 
terminated because they failed to respond 
(none of these had less than 50 treatments). 
In 4 cases the patient’s family objected to 
further treatment, dnd 1 patient who was 
released lives too far from the hospital to 
continue on maintenance treatment. Those 
patients who receive maintenance treatment 
are divided as follows: 22 receive it once or 
twice a month ; 26, 2 or 3 times a month; 10, 
4 or 5 times; and 8, more often. 

Various medications were administered. 
Forty-one patients who were overanxious, 
fearful, or disturbed were given sodium amy- 
tal prior to treatment in doses from 0.2 gm. 
to 1.0gm. No respiratory distress was noted. 
Atropine in doses from 1/50 to 1/150 gr. 
was given to 38 patients who had a tendency 
to be nauseated or to vomit following treat- 
ment. This was also given to patients who 
developed hypersecretion of saliva and to 
those who, presumably owing to hyperexcita- 
tion of the parasympathetic system, had 
marked pallor, respiratory distress, and ir- 
regular pulse following treatment(4). Cora- 
mine or caffeine was given to 6 patients who 
had a tendency to prolonged apnea following 
treatment. One patient was given curare 
because of a recent fracture of the acetabu- 
lum. Lately, 4 patients have been receiving 
dramamine 100 mgm.(3) to prevent post- 
shock nausea and vomiting, all with good 
results. Before receiving daily multiple shock, 
patients were routinely put on atropine 1/100 
grain, dramamine 100 mgm. They were also 
given oxygen following each treatment. 

There were 6 patients who developed com- 


plications. One received a fracture of the 
acetabulum on a day when, because of a 
mechanical defect of the machine, the glis- 
sando technique was not used. One patient 
had repeated dislocations of the jaw. Two 
patients had spontaneous convulsions fol- 
lowing treatment ; these were placed on anti- 
convulsive medication. One of these pa- 
tients has continued to have spontaneous 
convulsions although ECT was discontinued 
about 6 months prior to this report. The 
other had his medication discontinued. and 
has not had seizures for approximately a 
year although he still receives maintenance 
treatment. One patient had a sprain or tear 
of the left abductor muscle of the thigh, 
but after a short time treatment was resumed 
without difficulty. The sixth patient had 
conjunctival hemorrhage and widespread 
petechiae of the face, neck, and chest. These 
disappeared in a few days and treatment was 
continued without further difficulty. No 
fractures of the vertebrae occurred. How- 
ever, there remains the possibility of silent 
fractures since x-ray of the spine was not 
done routinely but only when the patient 
complained of backache. 

As to other treatments, the patients were 
continued on schedule as before ECT. They 
were taking part, as previously indicated, 
in the various recreational activities, occupa- 
tional therapy, manual arts therapy, and cor- 
rective therapy (exercise therapy). No for- 
mal individual psychotherapy was given but 
each patient’s mental condition was evalu- 
ated regularly in individual interviews. 
Seven patients were assigned to group ther- 
apy sessions but only after their improve- 
ment was well established. 


RESULTS 


Patients were divided into 5 categories 
according to the result of the treatment : 


A. Released from the hospital. 

B. Markedly improved, both in their hospital 
adjustment and in the fundamental schizophrenic 
process, and expected to be released in the foresee- 
able future. 

C. Improved in attitude and behavior and also 
improved in their psychotic manifestations. These 
are the patients who are well enough to handle a 
privilege card, enabling them to walk around the 
hospital grounds without supervision. Some of 
them are well enough to visit their homes. 
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D. Improved in attitude and behavior but the 
psychotic picture is essentially unchanged. These 
are the patients who, in contrast with their previous 
behavior, are at present quiet and cooperative in 
their present routine, no longer belligerent nor pre- 
senting feeding or sleeping problems. 

E. Unimproved. 

The results at the time of this study are 
found in Table 1. 


Ave. duration of illness (years)................ 
Duration in years 


Diagnostic subtypes 


There appears to be some relationship be- 
tween duration of illness and degree of im- 
provement. However, the figures also in- 
dicate that in the best groups, A and B, 7 of 
16 patients, and in the much improved group, 
C, 13 of 35, had been sick from 4 to 6 years. 
In the B group, 3 of 8, and in the C group, 
15 of 35, had been psychotic for more than 
6 years. Therefore, the writer feels that no 
patient should be denied this treatment solely 
because of the long duration of illness. 

Table 1 also shows division of patients in 
the five categories according to diagnostic 
subtype. The writer feels that the subtype is 
of little importance(5). Patients often do not 
belong in a clear-cut diagnostic subtype, and 
the diagnosis is frequently made in accord- 
ance with the personal preference of the 
physician who happens to make the original 
diagnosis on admission. 

Of the 8 patients released, 7 continue 
maintenance treatment once a month. All 
of them are making good social adjustment 
and 5 are employed and are working steadily. 
All have been advised to attend the nearest 
Veterans Administration mental hygiene 
clinic. Eight additional patients are expected 
to be released in the near future. Some of 


TABLE 1 


RESULTS OF TREATMENT 


them could have been released by the time of 
the study except for an unfavorable home 
situation. Of the 94 remaining in the hos- 
pital, 40 have privilege cards and 18 are al- 
lowed visits at home, ranging from a few 
days to a few weeks. None of these patients 
had such privi'eges prior to the beginning of 
treatment. Many in Group C are expected to 


Improvement categories 


B c D E Total 
8 35 20 31 102 
38 5.0 5.5 6.1 6.4 


3 
3 
6 18 II II 50 
2 10 5 10 29 
4 I 4 9 
3 


shift eventually to Groups B and A. Further 
improvement for the patients in Groups D 
and E, while probably unlikely, is, neverthe- 
less, possible. The patients in Groups A and 
B, although they are free from psychotic 
ideation, still show varying degrees of shal- 
lowness of affect, and, therefore, should be 
considered as much improved or in partial 
remission, rather than in complete remission. 


CoNCLUSIONS 


The results of these 102 cases appear to 
support the opinion of the various authors, 
such as Kalinowski, Gerhardt, Frohn, and 
others, that the controversial reports pub- 
lished on ECT with schizophrenics are due 
to lack of uniform methods of treatment(1). 
ECT is definitely less satisfactory and re- 
lapses are more frequent when an insuffi- 
cient number of treatments is given. Review 
of the case histories of these 102 patients 
shows that 74 had previous treatments rang- 
ing from 1 to 6 series, which totaled 106 
series. The average series consisted of 16.8 
treatments. On further analysis, only 37 of 
these series consisted of 20 or more treat- 
ments, and only 8 of the 37 consisted of 30 or 
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more treatments. In other words, 69 of the 
series these patients had in the past consisted 
of less than 20 treatments. Usually, treatment 
was discontinued as soon as the patient showed 
improvement, or when he failed to show early 
improvement. In the present study the aver- 
age series consisted of 49 treatments up to 
June 1, 1952. The number of treatments 
ranged from 20 to 133.-It was observed that 
if improvement took place this generally oc- 
curred prior to the 20th treatment. However, 
there have been a number of exceptions. 
Some patients first showed improvement at 
about the 30th treatment or later. No pa- 
tient in this series was discontinued unless he 
had failed to show any change after 50 treat- 
ments. On the basis of these results, it ap- 
pears that failure of treatment in earlier 
series of ECT was due to premature dis- 
continuance. 

As an experiment, and as a preventive 
measure, these patients have been kept on 
maintenance ECT even after their release 
from the hospital whenever this has been pos- 
sible. This was done because of the chronic- 
ity of their illness and/or their history of 
previous relapses. To date, this method has 
proved to be successful. The rationale of this 
maintenance treatment is supported by the 
fact that, when treatment had to be discon- 
tinued because of the intercurrent illness, al- 
most invariably there was a relapse in the pa- 
tient’s mental condition within a few weeks. 
One must admit that a much longer period of 
observation would be necessary to prove the 
value of maintenance treatment as a preven- 
tive method. However, the writer feels that 
ECT is a comparatively safe method and that 
there is everything to gain and nothing to 
lose by continuing treatment for a long period 
with the hope that those patients who have 
been released from the hospital can remain 
outside and those remaining in the hospital 
will be able to adjust much better to their 
environment (2). 

It is not necessary to emphasize that ECT 
is not the answer to the problem of curing 
schizophrenics. It is an empirical method, 
like any other treatment method in schizo- 
phrenia, and will remain so until the exact 
etiology is discovered. None of the patients 
in this study showed a complete cure, but 
those who have left the hospital all made a 


good social adjustment and most of them 
have made a good economic adjustment. 
Those who remaii are adjusting much better 
to hospital routine, with the exception of 
patients in Group E. It is interesting to note 
that there is improved participation in the 
various programs such as occupational ther- 
apy, manual arts therapy, corrective therapy, 
and athletic activity. Of 93 patients taking 
part in these activities, only 16 showed no 
favorable change throughout the period of 
treatment, 16 showed improvement, and 61 
showed moderate to marked improvement. 

The improvement in the atmosphere of the 
ward has been considerable. These patients 
are not in need of restraint, chemical seda- 
tion, or of supervision of body hygiene and 
clothing. None of them shows feeding or 
sleeping problems, and last but not least, 
there has been a considerable improvement 
in the morale of the ward personnel, which 
again contributes indirectly to the improve- 
ment of these patients. 


SUMMARY 


1. One hundred and two long-term schizo- 
phrenics were treated with ECT during a 
period of 15 months. 

2. Eight were released from the hospital ; 
8 are expected to be released; 35 showed 
marked improvement; 20 showed improve- 
ment in attitude and behavior; and 31 are 
considered unimproved.? 

3. ECT is considered a useful method in 
long-term schizophrenics, provided it is given 
in sufficient amount for a long enough period 
of time. Although the percentage of those 
discharged from the hospital is small, a large 
percentage of these patients have become 
much better adjusted to hospital life. An 
important result is marked improvement in 
the morale of patients and personnel. 

4. Long duration of illness should not be 
a reason for denying ECT to schizophrenic 
patients, nor should the diagnostic subtype 
be considered a contraindication to treatment. 

5. The possible value of maintenance treat- 
ment is pointed out by the fact that 66 of the 
102 patients are continuing on maintenance 


2 Within an interval of 6 weeks following com- 
pletion of this study, an additional 6 patients left 
the hospital: 4 of them from Group C and 2 from 
Group B. 
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treatment successfully to date. Further in- 
vestigation is necessary to come to a definite 
conclusion as to its value. 
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THE WHITE MAN IN THE ARCTIC 
A PRELIMINARY STUDY OF PROBLEMS OF ADJUSTMENT 
T. J. BOAG, M.B., Cx. B., MontreaL, CANADA 


Studies have been made of many types of 
stress situations. The life of the white man 
in isolated stations in the Arctic appears to 
be another situation worthy of study, inas- 
much as it seems to be a common experience 
of administrators responsible for personnel 
in settlements in that area that many troubles 
arise as a result of the psychological stresses 
involved. Conversation with men who have 
taken part in expeditions, or other activities 
involving traveling or living in the open, sug- 
gests that interpersonal relations in such par- 
ties are usually strained to some degree, fre- 
quently severely, but that this is rarely 
mentioned in the written accounts of the trip. 

A large mass of anecdotal material con- 
taining much information as to stresses is 
available but, as mentioned above, direct 
statements about psychological reactions are 
not common. Formal studies by trained 
personnel are rare. Debons(1) and McCol- 
lum(2) have carried out an extensive series 
of surveys by questionnaire on military per- 
sonnei in Alaska. Smith(4) used the Kuder 
Personality Record in an attempt to establish 
selection criteria. Sacks(3) has discussed 
psychological reactions in members of an 
Army Medical Test Team carrying out a 
winter testing program in the Arctic. 

In the course of several trips into the 
Canadian Arctic, observations were made in 
a number of small isolated settlements in an 
attempt to make some assessment of the 
stresses impinging upon these people, and 
the ways in which the individual and the 
community reacted to them. Where possible, 
general observation and discussion were sup- 
plemented by individual interviews, each in- 
terview lasting about 2 hours. Further data 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

From the Allan Memorial Institute of Psychiatry. 
This research was made possible by a grant from 
the Defence Research Board of Canada. The author 
wishes to express appreciation of the help of Dr. 
D. Ewen Cameron, and the facilities extended by 
Dr. Malcolm Brown and the Queen’s University 
Arctic Expedition. 


were obtained by observing groups of men 
camping out in tents and igloos in the winter. 
These 2 types of situation, namely the set- 
tlement and the camp, will be considered 
separately. 


ENVIRONMENTAL STRESSES 


Some of the environmental stresses are 
peculiar to this area, others are common to 
life on isolated stations in other parts of the 
world. The climatic stresses consist of cold, 
wind, and snow, separately and in combina- 
tion. Any wind at all makes cold a great deal 
more trying, and in the barren lands high 
winds are common. In the Canadian barren 
lands deep snow is rarely a problem as the 
total precipitation is small, and snow soon 
becomes firmly packed by the wind. Farther 
south, below the tree line, deep snow is the 
rule, and makes traveling and any movement 
slow and hard work. There is a more friendly 
and secure “feel” to the country below the 
tree line. Although this is to some extent 
justified objectively, one suspects that other, 
nonrational factors are operative also. Tem- 
peratures are not significantly lower than in 
many parts of Canada farther south, but 
winter lasts considerably longer, there being 
snow on the ground from approximately 
October to June. To the above factors should 
be added the long hours of darkness through 
the winter. 

Apart from these specific elements there 
are those found in similar situations of isola- 
tion in other parts of the world: the isolation 
of small groups consisting entirely or pre- 
dominantly of men, without most of the facili- 
ties for entertainment, recreation, and social 
intercourse to which they are accustomed, 
living perhaps in poor quarters on a monoto- 
nous diet, and in some cases, doing work in 
which they are not greatly interested. Iso- 
lation is not as real as in the years before the 
Second World War, as nowadays many of 
the settlements are visited periodically by 
aircraft, some of them regularly, and almost 
all of them can be reached in this way in case 
of emergency. 
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SETTLEMENTS 


Inhabitants of these small settlements fall 
roughly into 2 categories. First, the govern- 
ment employees, such as military personnel 
on detachment, and employees of the Depart- 
ment of Transport manning radio and me- 
teorological stations, who are there for a 
limited period, usually one year, are carrying 
on with their normal job, which is not di- 
rectly connected with the general life of the 
country, and who have no continuing in- 
terest in the life of the country around them. 
Generally these people are unmarried or, if 
married, have left their wives down south, 
and spend their tour of duty living in com- 
munal bachelor quarters. The 2 main reasons 
given for working in the North are the re- 
quirement by their department that all per- 
manent employees spend a certain time on an 
isolated station, and the need to save money. 
For the sake of clarity this group will be re- 
ferred to as “temporary,” while the term 
“permanent” will be used to describe those 
people who are concerned with the country 
and its inhabitants on a continuing basis, 
such as government employees concerned 
with the health and welfare of the Eskimo, 
RCMP, employees of the Hudson Bay Com- 
pany, missionaries, etc. If married, these 
people usually have their wives and families 
with them. 

While some of the inhabitants of these 
settlements do travel, in general it can be 
said that they deal with the climatic stresses 
by retiring from them as far as possible, into 
the shelter of their permanent dwellings. 
This is almost completely true of the “tempo- 
rary” group, as they are often bound by a 
schedule of duties, have not the knowledge 
necessary to look after themselves, and lack 
the contacts with the Eskimoes, without 
whose help anything more than a short 
journey is impossible for them. 

In the main, therefore, the effect of the 
climate comes to be exerted indirectly, by 
emphasizing their isolation and cutting off 
all activities outside their living quarters. As 
many of these settlements are quite spread 
out, the factors mentioned above may serve 
to isolate the various groups within a settle- 
ment from one another. An occasional man 
will spend a whole winter in his quarters 
without leaving them to visit neighbors half 


an hour’s walk away, and quite commonly 
men will do this only on a couple of occasions 
during the winter. Although direct exposure 
to climatic stress is largely avoided, a con- 
stantly recurring complaint, mentioned spon- 
taneously by almost all those interviewed, 
was of depression and irritability during 
storms. At these times all were confined 
to their quarters, sometimes for several days 
at a time. Factors emphasized were the ex- 
acerbation of any potential quarrel by the en- 
forced contact of the protagonists; a feeling 
of imprisonment as against the normal feel- 
ing of staying indoors by choice; the actual 
noise of the wind and its buffeting of the 
hut; and, finally, a feeiing of being at the 
mercy of an overwhelming force. Quarrels 
were more common at these times. Feelings 
of depression in response to the long winter 
darkness were also complained of, though to 
a lesser extent. Observation during the 
winter disclosed little in the way of verbaliza- 
tion of feelings of depression ; verbal expres- 
sions mostly took the form of indirect ex- 
pressions of hostility. However, nonverbal 
behaviour frequently showed, to greater or 
lesser degree, apathy, lack of interest in sur- 
roundings, motor retardation, greatly in- 
creased hours of sleep, lack of attention to 
personal appearance and tidiness of quarters, 
and disinclination to undertake extra work 
or odd jobs, in spite of complaints of not 
having enough to do. Men would frequently 
start the winter with extensive plans for 
spare-time activities, only to fail almost 


completely in carrying them out. Sexual sat-. 


isfaction appeared to be sought mainly in 
the form of fantasy, but the content of fanta- 
sies was predominantly concerned with home 
and family life. 

Among members of the “temporary” 
group, previous knowledge of the station 
to which they were going, and of the condi- 
tions of life there, was usually slight. Men 
whose technical training was adequate for 
the work they were doing tended, as might 
be expected, to be more secure and happier 
than those who found themselves responsible 
for tasks for which they were not trained. 
With the onset of winter the men are pro- 
gressively thrown into closer contact, and the 
strong interpersonal relationships develop 
that may be concerned in later difficulties. 
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Tensions tended to reach a peak, not, as one 
might expect, in the depth of winter, when 
there is least daylight and the weather is at 
its worst and coldest, but at the end of the 
winter, when weather is usually good. In line 
with this, complaints were always of the 
length of the winter rather than its severity. 
Tensions, in general, rapidly dissipated with 
the approach of the summer season. Most of 
these men are permanent government em- 
ployees, but some are recruited casually on a 
contract basis for unskilled work, and these 
are said to be commonly the focus of trouble. 
Men such as university graduates working 
temporarily to make money to continue their 
studies also tended to be storm centres. In 
this setting questions of leadership are obvi- 
ously of importance, and failure of the ap- 
pointed leader to fulfill his functions ade- 
quately may lead to the emergence of a 
so-called “natural leader,” with undesirable 
consequences. The position of the leader is 
made difficult by his living in the same 
cramped quarters as the rest of the group, 
and being completely dependent on them for 
social contacts, and it appears to be much 
easier to manage on stations where he 
is married and is provided with married 
quarters. 

Most of these “temporary” settlers drop 
their home ties and all the customary satis- 
factions when they go north, and they do 
little to replace them with others during their 
stay there. They tend to regard it as an inter- 
lude in their real life, which they plan, on 
returning home, to take up again where they 
left off. They have little or no contact with 
the life of the country around them, nor 
with the Eskimo, without whose help they 
cannot move far from their quarters. In 
contrast to this, “permanent” inhabitants 
such as missionaries and traders regard this 
as being their real life, rather than an inter- 
lude in a life lived down south, and they be- 
come a part of the life of the country. This 
is of course facilitated by the nature of their 
work, involving a good deal of contact with 
the Eskimo. 

A form of satisfactory adjustment seen in 
the “permanent” group is that of the man 
who, in his role, for example, of trader, as- 
sumes many responsibilities toward the Es- 
kimo and derives satisfaction of his needs for 


power and prestige from this paternal posi- 
tion. However, in this age of opening up of 
the North, and provision of increased social 
and other services, the day is likely to come 
when he is called upon by a new arrival to 
share the attributes of his position, and then 
strife is liable to develop. Another factor that 
tends to break up the pattern of adjustment 
achieved by the married permanent inhabitant 
comes when his children reach school age. 
The provision of adequate schooling and con- 
tact with children of their own culture then 
requires him either to split up the family or to 
give up his job and move to an area where 
the necessary facilities are available. 

The preceding notes have given an account 
of some of the stresses operating in small iso- 
lated settlements, and the points of friction at 
which hostility is generated. It is apparent 
that most of the inhabitants who have per- 
manent quarters of varying degrees of com- 
fort are not directly subjected to climatic 
stresses as a main factor, but retire from 
them into the security of their accommoda- 
tion. It is then that the difficulties in inter- 
personal relations that constitute the main 
stress become really effective, insofar as 
everyone is cooped up, within a limited 
amount of space, in a situation from which 
there is no real possibility of withdrawal. In 
this relatively unstructured social situation, 
many of the quarrels arise over ill-defined re- 
sponsibilities, rights, and privileges. Usually 
it is not possible for the hostilities generated 
to achieve adequate discharge as many of the 
people concerned have heard enough about 
the troubles that may arise in these situa- 
tions, to make them afraid of any discharge 
of hostility, so that their usual reaction is 
suppression, repression, and withdrawal from 
situations where trouble threatens to break 
out openly, as far as this is possible. From 
time to time minor outbreaks do occur, but 
they are rarely followed through to the point 
where any adequate discharge can take place, 
the whole process being suppressed before 
that happens, and the original point at issue 
being allowed to continue as a covert cause of 
trouble. None of the matters mentioned as 
causing difficulty seemed to have ever been 
brought out in the open for free discussion. 
The only reported case where things seemed 
to be handled differently was one where a 
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chronically unhappy settlement was said to 
have become quite the reverse, following the 
institution of a weekly meeting for all the 
white inhabitants of the settlement. Here 
they aired their grievances and talked things 
out as completely as possible, those not con- 
cerned in a given matter acting as referees. 


GROUPS CAMPING OUT IN WINTER 


The foregoing observations are in agree- 
ment with the comment often made, that the 
direct effects of cold and the climate gener- 
ally are not of great importance. One sus- 
pects that the apparent unimportance of these 
factors may be due, in part at least, to the 
fact that the subjects had warm accommoda- 
tion available and avoided exposure to the 
elements, or were only exposed to them for 
short periods, with the knowledge that they 
would soon be able to warm up, dry out their 
clothes, and make themselves comfortable. 

It seems reasonable to expect that, where 
these facilities are not available, direct effects 
of cold, etc., may become much more appar- 
ent. This tends to be the case with parties 
travelling overland in winter, using, in effect, 
the Eskimo techniques, and with scientific 
expeditions away from a base, and military 
operations in the field ; particularly in circum- 
stances where there is little transport or 
heavy equipment. 

With this in mind, therefore, observations 
were made on men living and working in the 
open, in winter, at low temperatures. Accom- 
modation consisted of tents and snow-huts 
(igloos), which could be heated to some ex- 
tent once everyone was in them to stay, but 
were unheated at other times. Some of the 
observations were made on subjects spend- 
ing the day in the open and sleeping at night 
in unheated tents. 

In a party of this sort, containing inex- 
perienced personnel, instruction in techniques 
for dealing with the environment results in 
a rise in morale proportional to the thorough- 
ness with which this is undertaken. Later if 
the party is split into a number of smaller 
groups, the same advantages accrue from 
allotting at least one experienced man to 
each group. While this sort of instruction 
necessarily includes warnings of likely dan- 
gers, overvivid description of these dangers 
is definitely harmful. 


In this type of situation, in addition to the 
social and physical deprivations similar to 
those already described, but more severe, 
the men suffer from direct exposure to the 
main stresses of cold, wind, and snow, and 
their various combinations, and the second- 
ary stresses arising from the measures neces- 
sary to combat them. They are cold, in con- 
stant danger of frostbite, and are wrapped 
in thick heavy clothing that makes all work 
and movement much harder. If clothing is 
warm enough at rest, it is too hot for work 
or movement. Fine work of any kind means 
either fumbling in gloves or freezing fingers 
every time they touch metal. 

In these circumstances, and particularly 
when there is prolonged exposure to real 
cold and discomfort, there becomes apparent 
a progressive restriction of the individual’s 
field of attention. This shows itself first as 
a loss of interest in events outside the camp, 
then a decline of interest in other groups on 
the site, and finally in a lack of interest in 
other individuals in the same group. Under 
severe conditions of cold the individual’s at- 
tention becomes restricted to keeping his 
body warm and putting food into it. Certain 
physical factors interfering with communi- 
cation intensify these tendencies. The re- 
striction imposed on sight and hearing by 
the heavy clothing and hoods required is al- 
ways a problem. This constitutes a psycho- 
logical barrier as well as a physical one. This 
barrier not only isolates the individual from 
others, but interferes with the extension of 
his body image to include objects in the en- 
vironment. It seems likely that this effect 
underlies the reluctance of some aircrew, ¢. g., 
fighter pilots, to fly in this type of clothing. 
Another set of barriers is set up when the 
party is divided up between a number of 
tents or igloos. This is particularly so in the 
case of the igloo, as maintenance of comfort 
depends on keeping it closed once the oc- 
cupants are inside. It is a surprisingly sound- 
proof structure, and once sealed in its resi- 
dents are effectively cut off from what is 
going on outside. Contacts with the rest of 
the party tend to be limited to the hours when 
everyone is out in the open, where usually 
conditions are not such as to encourage con- 
versation. When they happen to come and go 
at different times, men living, in different 
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igloos may spend several days without meet- 
ing. 

The total effect of all these things is a 
tendency to reduce a well-organized group, 
closely concerned with the prosecution of the 
-operation, to a mass of individuals each con- 
cerned with looking after himself. It empha- 
sizes the importance of such general measures 
as efficient organization and leadership, clear 
definition of objectives and methods, ade- 
quate training in necessary skills, and the 
utilization of all standard methods of main- 
taining morale and good discipline. 


SUGGESTED PROGRAM FOR FURTHER RESEARCH 


This paper contains some preliminary ob- 
servations on the psychological pressures in- 
volved in life in the Arctic, and I should like 
to conclude by offering some suggestions as 
to a practical framework within which fur- 
ther research should be carried out. 

More field investigation of group and in- 
dividual situations in detail is required, for 
further delineation of significant factors in 
the stresses imposed and in the reactions to 
them. Difficulties of travel and communica- 
tions make this an extremely time-consuming 
method. On a given trip a comparatively 
small proportion of the time is devoted to 
investigation, and only a small number of 
people will be seen. These factors limit the 
extent to which such investigations are prac- 
ticable. They should, therefore, be supple- 
mented later by more extensive though more 
superficial surveys, with a view to assessing 
how far the observations and conclusions of 
the detailed studies are applicable to the field 
as a whole. Such a survey could be carried 
out by taking passage in one of the small 
ships calling at a large number of settlements 
in the summer months. The inherent defects 
of this mode of approach render it unlikely to 
be productive, except when used, as suggested 
above, as a follow-up to previous detailed 
studies. 

Another aspect of the problem is the defini- 
tion of selection criteria for service in this 
area. This calls for personality assessment 
of men who have spent time in the North, 
and an attempt to correlate personality with 
the success of their adjustment to life there, 
particular attention being paid to those who 
have made notably good or notably bad ad- 


justments. Difficulties here spring from the 
limited usefulness of assessing adjustment 
in terms of the individual’s subjective re- 
action, and the need to form some estimate 
of the effect he has had on his companions, 
and the efficiency with which he has carried 
out his duties. Of particular interest in this 
respect, of course, would be those cases where 
adjustment fails and the man concerned is 
evacuated, though it is unlikely that this 
could be adequately covered without the set- 
ting up of a comprehensive program apply- 
ing and amplifying the findings of the pre- 
liminary investigations. This would include 
the trial use of selection procedures, instruc- 
tion in the handling of difficulties likely to be 
encountered, and the setting up of experi- 
mental situations where hypotheses concern- 
ing such things as the optimal composition 
of a group for a given purpose could be 
tested, the whole being covered by an ade- 
quate follow-up. 


SUMMARY 


Observations are reported on some of the 
psychological stresses of life in the Arctic, 
and reactions to them. The importance of 
distinguishing between situations involving 
direct exposure to climatic stress, and those 
in which such exposure is avoided, is pointed 
out. Some of the difficulties involved in the 
field work are described and suggestions are 
made as to the lines along which further 
study should proceed. 
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DISCUSSION 


Sm Husert Wrrxins (Washington, D.C.).— 
Dr. Boag recognizes the core of the problem when 
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he says, “It is apparent that most of the inhabitants 
who have permanent quarters are not directly sub- 
jected to climatic factors as a main factor, but re- 
tire from them into the security of their accommo- 
dation.” But the direct effect of cold and climate 
generally, on military personnel and equipment dur- 
ing operations, is very considerable. 

It is not necessary for personnel to suffer cold; 
with proper clothing and housing and by the ex- 
ercise of common sense and foresight, cold can 
be avoided. Low temperatures do not necessarily 
create adverse psychological attitudes. The breath- 
ing of cold air is exhilarating; coolness of skin is 
pleasant. It is the fear that they are incompetently 
unable to protect themselves from cold rather than 
the cold itself that disturbs the subnormal, super- 
sensitive, and ill-disciplined people. 

Snow, in general, is not deep in the Arctic. To 
those who have had experience in the deep snow 
areas of the sub-Arctic there is, when walking over 
the hard-packed snow in the Arctic, the same sense 
of relief as a city-bred man might feel as he walks 
along a road after having crossed a ploughed field. 
It is such relative attitude that should be established 
in the indoctrination of soldiers who may be sub- 
jected to new and strange conditions. 

Dr. Boag refers to the “insecure feeling” «+ the 
country. A secure and friendly feeling is in some 
measure associated with viewing habit. People used 
only to seeing things close to, such as buildings in 
a town, farm houses, forests, or even steeply con- 
toured country are often bewildered when con- 
fronted with imperceptible horizons such as is fre- 
quently the condition in the Arctic. On deserts, on 
the sea, and above the clouds there is generally a 
horizon upon which the eyes may dwell, but the 
seeming endlessness of the aspect in much of the 
Arctic during winter snowstorms and summer fogs 
may be terrifying to men accustomed only to clear 
horizons and sharp outlines. 

To the mentally balanced man, if he is protected, 
the stormy periods should afford feelings of satis- 
faction and gratification, a feeling of satisfaction 
at being able to avoid the fury of the storm, some- 
what akin to what might be felt when listening to 
+ the rain pattering on a roof. 

When considering evidence gathered at small, 
isolated settlements it should be remembered that 
most of the people there are volunteers who have 
selected the environment with the expectation that 
it will provide them with the psychological poten- 
tials they desire, such as power and authority at 
least temporarily undisputed ; a succession of duties 
possible of definite termination within short time 
limits, thus giving the satisfaction of completed 
accomplishments and avoidance of frustration. Such 
is not always the case with army personnel. There 
is no limit to the entertainment and recreational 
potentials for men suitably dressed in the Arctic. 
Light, even during the winter, is generally good 
enough for outdoor games and Eskimo boys get 
as much fun from their games of football as do the 
boys in lower latitudes. 

All that Dr. Boag has said about groups camping 


out in winter is true. In the Arctic as in other 
latitudes the matter of establishing the habit of fore- 
seeing the conditions, apprehending the require- 
ments to meet them, and automatically making the 
necessary adjustments is of paramount importance, 
especially in the matter of adjustment of clothing to 
meet the various needs resulting from different 
levels of activity. 

The axiom “least said soonest mended” is not al- 
ways successfully applied in the Arctic. In small 
groups of Americans frank and open discussion of 
points and personalities is a necessary flood control. 
Individuals living close together should agree to 
discuss and disagree amicably as to their likes and 
dislikes. This will eliminate indirect expressions of 
hostility, and definite rules and regulations should 
obviate the need for argument about duties and ob- 
servances of cleanliness and tidiness. 

Dr. Boag’s reference to igloos exposes one of the 
many fallacies about the Arctic, and igloos. He 
says that maintenance of comfort in an igloo de- 
pends upon doing all that needs to be done for the 
day while outside, then sealing the door and staying 
inside until the next day. In a properly built snow- 
house the door is never closed nor sealed. The top 
of the door is below the level of the living quarters 
and so long as the venting of the house is properly 
controlled, excessive cold cannot enter. To seal the 
door introduces several unsatisfactory elements ; the 
average white man in such surroundings seems im- 
prisoned. Only when sealed is an igloo soundproof. 
Leaving the door open not only avoids the feeling 
of restriction; it permits the hearing of any noisy 
activity going on outside. The matter of doing all 
the work outside before entering involves conserva- 
tion of energy and full economy of food. It would 
be stupid to go inside, consume the food and then 
immediately expose oneself again to the elements 
and stepped-up consumption of the energy acquired 
from the meal. 

As Dr. Boag mentions, Arctic research is an 
extremely time-consuming problem. It will be 
profitable, of course, to study conditions as they may 
now be found and to make a survey of modes, 
moods, and methods prompted by ignorance, but 
proper instructions as to Arctic practices and be- 
havior would eliminate a great many of the difficul- 
ties now experienced. This brings up the matter of 
criteria in regard to customs and practices in Arctic 
environments. A competent judiciary council may 
be difficult to form. The qualifications for person- 
ality assessment are not bounded by the time spent 
in the North. Some of the oldest “sourdoughs” 
are the greatest delinquents in regard to profitable 
Arctic techniques and living. The problems of the 
white man in the Arctic are not all psychiatric or 
psychological, but rather problems of indoctrination, 
training, and administration. In general I would 
say that the proper man for service in the Arctic 
is the average, common-sense man with keen sensi- 
tivity and normal physical and mental ability. The 
Arctic is no place for the subnormal, a difficult place 
for the supernormal, and. impossible for the super- 
sensitive man who lacks control. 
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THE DYNAMICS OF POST-TOPECTOMY PSYCHOTHERAPY IN 
PATIENTS WITH PSEUDONEUROTIC SCHIZOPHRENIA ' 


JAMES P. CATTELL, M.D., New York, N. Y. 


The literature contains many articles on the 
techniques and results of various psycho- 
surgical procedures. There have been rela- 
tively few publications on the psychody- 
namics and psychotherapy of patients after 
psychosurgical operations (1-7). 

This report deals with observations on 
the post-topectomy(8) treatment of 20 pa- 
tients with pseudoneurotic schizophrenia. The 
study includes patients treated by psycho- 
therapy by the author for periods up to 
3 years before operation and 12-30 months 
after operation. 

It is convenient to discuss the material in 
3 phases: (1) preoperative observations, (2) 
phase of instability following operation, (3) 
phase of relative stability and mobilization. 
Certain aspects of the clinical and therapeutic 
situation in each phase will be considered: 
(a) gross clinical picture, (b) the therapeutic 
problem—methods and goals, (c) produc- 
tions, associations, and dream material, (d) 
emotional responses, emphasizing transfer- 
ence, and countertransference problems. 


PREOPERATIVE OBSERVATIONS 


In this group of 20 patients, 9 men and 11 
women, all had the diagnosis of pseudoneu- 
rotic schizophrenia according to the criteria 
of Hoch and Polatin(g). In many clinics, 
these patients would probably be classified as 
severely neurotic. The leading symptom con- 
stellations were as follows: Eight had severe 
obsessive-compulsive symptoms with phobic 
avoidance of specific situations and activities. 
Primarily phobic phenomena with secondary 
depression obtained in 5, while 1 had a fairly 
typical hysterical syndrome with some sec- 
ondary depression. The other 6 had diffuse, 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 
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all-pervading anxiety as a leading symptom, 
2 of them with hypochondriacal complaints, 
and 2 others with hypochondriacal and com- 
pulsive phenomena of moderate severity. The 
age range for the entire group was 24 to 62, 
4 patients being in the 20’s, 10 in the 30’s, 
5 in the 40’s, and 1 was 62. Duration of ill- 
ness was from 4 to 45 years. Ten patients 
had been sick 4 to 8 years; 5 for 9 to 16 
years; 4 for 17 to 30 years; and 1 for 45 
years. All the patients were so dominated by 
symptoms and disabled as to have voluntarily 
sought hospital care, being unable to cope 
with any more complicated way of life. 

The therapeutic problem was a baffling 
one in each case because a great variety of 
treatments had been undertaken over a period 
of several years prior to, and since, present 
admission. Patients had responded tempo- 
rarily or had failed to respond at all. Most 
of them had received psychoanalysis or ana- 
lytic psychotherapy. At one time or another, 
all had run the gamut of suggestion tech- 
niques with or without sedation and other 
medication. Some of those with marked de- 
pressive features had obtained temporary re- 
lief with courses of ECT. 

In therapeutic sessions, the majority of 
patients were quite productive and willingly 
voiced their thoughts and feelings, including 
a relative wealth of dream material. Fantasy 


and manifest dream content included a large 


amount of material on sexual activities with 
family members of both sexes. They spoke 
of violation of body integrity, particularly 
genital, confusion about male-female differ- 
ences, and efforts to neutralize these differ- 
ences as well as a wide variety of sexual aims, 
objects, and activities. Space does not permit 
a more detailed account. 

All the patients were eager for some re- 
lief, expressing willingness to cooperate in 
psychotherapy. However, their ambivalence 
was striking, particularly in the suppliant 
pleading for aid with submissive cooperation, 
versus haughty demands for immediate relief 
with defiance of the therapist to achieve any 
change. The chaotic emotionality of the pa- 
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tient was quickly focused on the therapist. 
However, a working transference relation- 


_ ship developed in only a few instances. 


Countertransference problems and the 
emotiona! response of the therapist to the pa- 
tient were potentially manifold, as has been 
the experience of most therapists with this 
type of patient. The patient’s ambivalence 
was often associated with a frequent, and 
sometimes rapid, shifting of emotional re- 
sponse: from a predominantly affectionate 
response, to one of anger, to a sexual context. 
Often the patients were able to verbalize cer- 
tain crucial dynamic material but with little 
affect, and no apparent dynamic alteration. 
The patients failed to “move,” to become acti- 
vated in the therapy or in living. All this 
may be wearing on the therapist and may 
wound his affectionate concept of himself. 
There may be a temptation to respond sub- 
jectively when the patient attempts to see 
the therapist as a prized love object or a god. 
He may resent the patient’s vindictive atti- 
tude when that prevails. 


PHASE OF INSTABILITY FOLLOWING OPERA- 
TION 


During the first 2-4 months after topec- 
tomy, a variable clinical picture is seen, which 
is considered a transient, organic syndrome. 
This may be characterized by lethargy, in- 
ertia, impairment in memory and concentra- 
tion ability, and denial of pleasurable experi- 
ences. There may be emotional overreaction 
with euphoria or irritability, accompanied by 
overproductivity and outspokenness, or there 
may be indifference to surroundings. Pre- 
operative symptoms may be present, attenu- 
ated, or absent during this period. 

From the day of operation, the goal of 
treatment is facilitation of the patient’s use 
of his resources as they become available to 
him. The therapeutic approach during this 
phase is supportive and includes a milieu 
therapy carried out by nurses and other staff 
workers under the guidance of the therapist. 

The patients were seen frequently in treat- 
ment sessions, which were characterized 
chiefly by diminished productivity, limited 
spontaneity, except for complaints and irri- 
tability, and no inclination to consider the 
future. Patients who, prior to operation, had 
complained that one hour sessions were too 


short found they had nothing more to say 
after 15-20 minutes. Dreams were absent 
or few in number. These were poorly re- 
called and usually simple, one-scene episodes 
of the day before. Patients had little interest 
in their dreams and gave few or no associa- 
tions. 

The patient’s response to the therapist con- 
tained the ambivalent aspects noted before 
operation. However, the accusations and de- 
fiance were verbalized with much more in- 
tensity than preoperatively. This appeared to 
be determined by disinhibition associated with 
the transitory organic syndrome, by the pa- 
tient’s disappointment that his ego-ideal had 
not been suddenly and magically achieved, 
and by an associated feeling of relative help- 
lessness. However, the hostile responses had 
little depth, despite their intensity, and might 
be termed as pseudo-rage. The patients were 
much more suggestible than before operation. 
Therefore, the therapist could often shift the 
patient’s mood by remaining calm and casual 
despite the patient’s anger, and good-hu- 
mouredly turn the conversation to a more 
positive topic. The patient’s regression and 
helpless feelings were tacitly recognized, as 
was the displacement of emotion from fear of 
the world to anger toward the therapist. The 
patient was urged to express his wishes, to 
make simple decisions, and to act on them. 
Some of his anxiety was thus allayed, some 
basis for self-esteem was initiated, and mo- 
bilization of resources was begun. 

Quizzing the patient about relief of symp- 
toms, stating that the symptoms no longer 
exist, and making complicated or deep inter- 
pretations have no positive effect and may 
result in an increase of the patient’s hostility, 
negativism, and feelings of helplessness. The 
therapist should be an indicator of possibili- 
ties and a catalyst to achievement, but he is 
not a dictator of action. Few interpretations 
should be given and should relate only to the 
immediate situation, such as simple displace- 
ments, projections, denials, and anxiety about 
activation. 


PHASE OF RELATIVE STABILITY AND MOBILI- 
ZATION 


During the third to fifth month following 
operation, the patients become more stabil- 
ized. Tae lethargy and indifference still 
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obtain but have diminished to a marked 
extent. Spontaneity, attention span, concen- 
tration ability, and memory are returning 
to the preoperative level. At this time, it is 
possible to make a tentative evaluation of the 
symptomatic improvement. The patient is 
better able to consider his situation and shows 
more interest in discussing the future. 

There are marked differences among pa- 
tients in the diminution of symptoms during 
the months following operation. Some pa- 
tients were symptom-free from the day of 
operation. Several others were evidently 
asymptomatic but complained that they were 
quite the same as preoperatively. For in- 
stance, some of those with street phobias 
expressed marked fear of going out alone but 
ultimately made the decision to go and were 
surprised that they had no panic. 

There was a striking variation in the pe- 
riod following operation before patients were 
willing to undertake activities outside the 
hospital such as job-training, an actual job, 
or the responsibilities of home and family. 
There were differences in the treatment of 
those who had handled the responsibilities 
of marriage, family, or earning a living be- 
fore operation, from those who had never, 
for example, adequately managed the prob- 
lems of adolescence. 

In this activation phase, all patients were 
treated psychotherapeutically, though prog- 
ress was notable only in those whose symp- 
toms had been markedly reduced or elimi- 
nated. The neurotic symptoms had been the 
hub about which the patient’s life had for- 
merly revolved. With these attenuated or re- 
moved, his way of life is definitely altered. 
To the extent that he had exploited the ill- 
ness preoperatively to control the environ- 
ment, there was an inclination to exaggerate 
old symptoms or to dramatize symptoms of 
the stabilization phase. 

The problem of therapy was to facilitate 
emotional growth to the extent of reasonable 
functioning with associated feelings of grati- 
fication, thus rendering useless the secondary 
dependence on illness and dependency striv- 
ings toward parent figures. An attitude of 
warmth and permissiveness was maintained 
in the therapeutic relationship and on the 
ward. There was a frequent reiteration of 
the problem of activation with emphasis on 
the resources of the individual and his po- 


tential ability to achieve an independent way 
of life. Superficial interpretations dealt with 
the patient’s dependency strivings, his fear 
of discovering and successfully using assets, 
and his anger toward the therapist who re- 
fused to work magic for his comfort or to 
direct his life. Patients who had remained 
under parental domination with sharp curtail- 
ment of activities were encouraged to de- 
velop their own social and emotional life 
with progress toward financial independence 
through work and ultimately to find living 
quarters of their own. 

Patients who did not have definite symp- 
tomatic improvement were not more acces- 
sible to psychotherapy, and the treatment 
problem was essentially the same as before 
operation. 

The productions, associations, and dream 
material of each patient gradually increased 
in quantity as time passed following opera- 
tion. Those with symptomatic relief, 65 to 
70%, concentrated on day-to-day problems, 
the future, and residual symptoms. The ma- 
terial dealt mainly with problems in present 
performance, domestic, sexual, social, and 
occupational, with infrequent references to 
the past. Dreams were fairly simple, con- 
tained much less palpable anxiety, and no 
longer dealt manifestly with frankly uncon- 
scious strivings as had obtained preopera- 
tively. There was a decrease in sexual urge 
in the majority of patients for a few months 
after operation, often with a good deal of 
associated anxiety on the part of both patient 
and spouse. Later, sexual desire returned to 
the preoperative level, often with more en- 
joyment. Men had less concern about ade- 
quacy of performance, while formerly frigid 
women had less dread of sexual play and, in 
a few cases, some beginning pleasure. Do- 
mestically, socially, and occupationally, there 
was much less concern about real or imagined 
figures of authority and the necessity of 
pleasing them. Thus, the opportunity for 
mounting resentment and suppressed anger 
was diminished. There was more inclination 
to ordinary assertiveness, sometimes with 
too much emphasis, but still with less second- 
ary guilt. 

The dependence of the patient was marked 
in the early months and was useful in the 
strength thus given to the therapist’s subtle 
suggestions and allusions to activity on the 
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part of the patient. However, decisions were 
left to the patient and he gradually gained 
self-reliance with less need for the therapist. 
Ultimately he discontinued regular therapeu- 
tic sessions at his own volition and came 
only when he wished to discuss a specific 
problem or for a follow-up interview. 
Problems of countertransference and the 
therapist’s emotional response to the patient 
in this phase of the treatment deal mostly 
with the therapist’s avoiding the role of Pyg- 
malion or puppeteer. The regression associ- 
ated with the operation renders the patient 
childlike in many respects and one sees defi- 
nite change, growth, and development over 
a period of months, True countertransfer- 
ence problems may arise here as they may 
in the psychotherapy of children. There may 
be an inclination to overprotect the patient, 
to be oversolicitous, to treat him as one 
wished to be cared for oneself in early years. 
There may be an identification with one’s 
stern parent and management of the patient 
as the therapist felt he was treated in child- 
hood. The narcissism of the therapist is 
always a potential source of trouble. He may 


take credit for positive changes in the patient _ 


associated with the operation, or feel guilty 
and angry about the patient’s outbursts or 
his failure to progress. 


Discussion 


Before psychosurgery, psychoanalytic or 
psychotherapeutic treatment of the type of 
patient described in this group is an ex- 
tremely difficult task. Among the formidable 
problems is the patient’s domination by symp- 
toms to the extent that he often cannot co- 
operate in the treatment. The rigidity of the 
character structure, particularly of some of 
the obsessives and phobics, often precludes 
following the basic rule, as does the marked 
ambivalence. As mentioned earlier, it is 
doubtful that a sound, workable transference 
relationship can be established in the treat- 
ment of many of the patients in this group. 

Our observations suggest that patients 
with the symptom constellation described are 
generally relieved of symptoms with the to- 
pectomy operation. Some are literally un- 
changed, and a few months after operation 
the psychotherapeutic problem seems to be 
exactly the same as it was before. The ma- 


jority, who have a favorable response to 
operation, present a different sort of chal- 
lenge with reference to dynamic formula- 
tion of psychotherapeutic technique. 

Though the patient is no longer dominated 
by neurotic anxiety, his techniques of meeting 
reality are deficient and the idea of accepting 
adult responsibility is frightening. Thus, he 
seeks help. The anxiety-provoking problems 
no longer have the mysterious, ego-alien 
quality of those that were present before 
operation—for instance, a compulsion to 
search one’s clothing for pins and glass. 
Productions, associations, and dream material 
are modified accordingly. These modifica- 
tions seem definitely correlated with the de- 
gree of improvement, rather than with the 
fact of brain trauma. Unimproved patients’ 
productions and dreams are almost indis- 
tinguishable from the preoperative ones. At 
present there is no evidence to suggest that 
the basic personality structure of the indi- 
vidual is changed with topectomy. There is 
every reason to believe that all the conflict 
material is still present. Some of it is un- 
conscious but some is conscious, though the 
patient is no longer preoccupied with it, 
anxious about it, or unsuccessfully defending 
himself against it. 

It might be postulated that the conflict 
material is repressed in some mysterious way 
in association with the brain trauma, or that 
the content remains conscious and the as- 
sociated affect is repressed. If this were so, 
we would expect reverberations of this re- 
pressed affect, but find none. Either the 
pathological content is unknown to the pa- 
tient or he responds to it differently after 
operation—with little anxiety and shows 
little or no interest in it. It does not jeopard- 
ize emotional homeostasis. 

Observing the patient’s course from the 
day of operation, one sees a series of changes 
that are relatively rapid in contrast to those 
noted in psychotherapy under ordinary cir- 
cumstances, The quality and intensity of 
hostile and negative responses to the thera- 
pist are initially much greater. One is work- 
ing with a patient who has had a brain opera- 
tion. These factors combined might tend to 
produce an emotional response even in an 
experienced analyst. If one is not aware of 
this possibility and its origins, one might 
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be inclined to be overactive to the detriment 
of the therapy. 

Until we achieve a better understanding 
of the etiology of a great variety of illnesses, 
surgically destructive treatment techniques 
will be employed to the extent that they are 
useful. It is necessary for us to use all our 
knowledge and skill to supplement surgical 
treatments of mental illness as long as our 
techniques are insufficient without such sur- 
gical measures. At the same time, we can 
gather new data that may be useful in achiev- 
ing a better understanding of human be- 
havior. 
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DISCUSSION 


Dr. Herzert Freep (Philadelphia, Pa.).—Inas- 
much as I have never treated a post-topectomy case 
let me qualify myself to discuss this paper. I have 
treated patients of the type described by Dr. Cattell 
over the past 6 years—a small number had the 
classical prefrontal lobotomy and the rest were part 
of a group of 60 on whom thalamotomy and/or 
hypothalamotomy had been performed. 

It is the opinion of Drs. Spiegel, Wycis, and my- 
self that the therapeutic results with thalamotomy 
and its modifications are comparable with those ob- 
tained with other forms of psychosurgery. 

You may recall that pseudoneurotic schizophrenia 
has been characterized as an entity in which pan- 
anxiety and pan-neurosis are outstanding manifesta- 
tions. The pan-neurosis categorizes the patient’s 
attempts to utilize all forms of ego defenses in an 


effort to control the primary process. In the psy- 
choanalytic frame of reference used by Dr. Cattell 
the primary process that governs the control of the 
forces of the unconscious manifests a too-ready dis- 
placement of energy from one drive to another while 
time and concept of negation do not exist. This 
driving force of the unconscious can for practical 
purposes be said to be in a state of “emotional 
homeostasis” because it is opposed by the repressing 
forces of the ego, the mechanisms of defense, and 
the integrating or organizing forces of the ego. 

Perhaps too simply put to be sufficiently accurate, 
it is my thesis that psychosurgery always takes 
away energy from the patient. Kurt Goldstein has 
feit this to be so in the brain-injured individual. In 
removing some of the drive that has been manifest- 
ing itself as tension in the somatic sphere, as rumi- 
native thinking in the psychic sphere and as insomnia, 
a new equilibrum is established with the forces of 
repression and integration better able to cope with 
less intense unconscious strivings. A better adapta- 
tion is thus made in many cases without leaving the 
individual driveless and inert. Energies that for- 
merly were expressed in compulsive masturbation 
are now channeled into work routines. But a price 
is paid by most that is manifested particularly in 
the impairment of the creative imagination. Free- 
man has seen very few of his large series of over 
1,000 patients that he feels have become more crea- 
tive. Partridge, who studied 300 patients very care- 
fully, traveling 60,000 miles to check up on them, 
did not see any such. We have not seen any in our 
smaller series. Solomon, Greenblatt et al. state that 
some patients become more creative—neither their 
material nor their references bear this out. 

I labor this point because if these patients are 
using their repressive forces less as all observers 
agree and their organizing forces less creatively, 
what can we as therapists do to help them achieve 
their new emotional homeostasis? Dr. Cattell has 
answered this. 

I would add there is less guilt present possibly 
because there is less aggressive drive and also less 
frustration because tension is not allowed to build 
up as it did preoperatively. The brain-injured pa- 
tient as Goldstein noted discharges tension faster 
than does the normal. Since he is less concerned 
with the self and therefore more likely to be outgo- 
ing he will be more inclined to act out and therefore 
less interested in verbalization. Such a patient, who 
is less guilty and thusless masochistic, who represses 
less and is therefore less ambivalent but who acts 
out more and so seems more childish, can certainly 
pose a threat to the therapist’s narcissism. Here the 
author has done us the greatest service in being the 
first to discuss what such a patient does to the 
therapist, expressed as the countertransference. 

It is unfortunate indeed if we allow these patients 
to be sent to the neurosurgeon because we have 
decided that we can do nothing more for them, 
having exhausted our psychiatric armamentarium, 
and then allow the surgeon and/or the provocative 
attitude of the patient postoperatively to deter us 
from utilizing the dynamic therapeutic approach. 
Dr. Cattell makes it clear that we must not do this. 
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During the past two years a study has been 
made at Walter Reed Army Hospital of the 
various factors observed in the hostile reac- 
tions of visiting relatives. Over 100 relatives 
have been interviewed who could be classified 
as being hostile toward the hospital. 

All relatives visiting a closed psychiatric 
ward for the first time may show a variety of 
emotions. Some are tense, anxious, and a 
little ashamed. Others are proud, aggressive 
individuals ; still others are definitely hostile 
toward the hospital. Some of these relatives 
have had a particularly difficult situation with 
which to deal. The patient (son, husband, 
or daughter) was presumably in good health 
when he left to join the armed services. Now 
he has become ill in an unfamiliar manner 
and is hospitalized in a locked ward. In some 
instances the patient has not been seen by 
the family since he entered the military serv- 
ice. Mental illness means many things to dif- 
ferent people, but when it occurs in the im- 
mediate family it places the relative on the 
defensive and causes him to react according 
to his own fixed pattern of behavior. 

The hostile relative with whom we have 
been working is the one who reacts aggres- 
sively and with ambivalence, denying any 
mental illness on the part of the patient and, 
at the same time, placing the responsibility 
for such illness squarely upon the hospital 
and the military service. Such visiting rel- 
atives may be expected to demand an audi- 
ence with the head doctor, to enter the inter- 
view in a belligerent manner, or to make such 
demands as immediate discharge of the pa- 
tient, a private room and bath, release from 
the closed ward (“It is the other patients who 
make John act like this”), a different doctor 
(“one who understands him”), more privacy 
and other similar demands. If these demands 
are not met at once, complaints may be ex- 
pected to be directed elsewhere, mainly to 
veterans’ organizations, members of Con- 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J. 
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gress, or individuals higher in the military 
channel. 

In undertaking the study of these hostile 
individuals, it was recognized that many 
factors operated to alleviate the feelings of 
hostility. Frequentiy the relative was reas- 
sured when he found the patient to be not as 
sick as he had feared. To some people a men- 
tal illness means being violently disturbed 
and nothing less. Others were relieved to 
find that the hospital environment was better 
than expected and that the staff was making 
a sincere effort to assist the patient in all pos- 
sible ways. Some were benefited by talking 
with other visitors or with their family physi- 
cians. Such relatives have not been included 
in this study. Rather, it has been limited to 
those individuals with whom these methods 
were ineffective. 

After interviewing many of these relatives, 
it was observed that in most situations the 
hostility had somehow been relieved or dis- 
sipated. A review of these cases showed one 
common factor in all. This common factor 
was the hostile relative’s ability to talk freely 
about the patient and how he, himself, felt 
about the patient. 

It was observed that in a smaller number 
of those interviewed nothing had been accom- 
plished. In such cases the relative had not 
discussed the patient, but had expressed a 
marked degree of concern for him and little 
else. Frequently such relatives accepted the 
psychotic experiences of the patient as being 
factual and every interview was limited to a 
harangue about how he was being mistreated. 

After these observations had been made, it 
became possible to set up a technique for con- 
ducting such interviews. The relative was 
encouraged to talk for a short period on any 
subject of his choice and was then questioned 
about the patient with particular emphasis 
being placed on the personal relationship be- 
tween them. Most relatives responded by 
speaking freely and in great detail, and it was 
pointed out to them that the information thus 
obtained would be helpful in understanding 
and treating the patient. It usually became 
clear that the relative had hostile feelings to- 
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ward the patient and frequently he himself 
was surprised to discover this. In some in- 
stances the feeling was recognized, but had 
been forcefully suppressed, often for a period 
of years. 

At this stage of the interview, it has been 
found advisable to terminate the visit and to 
make an appointment for further interview- 
ing. During the interval between appoint- 
ments, the patient and his doctor were both 
consulted and the case thoroughly reviewed. 
At the next interview a much more friendly 
atmosphere prevailed and the relative could 
then be referred to a member of the staff for 
further talks. 

Some observations have also been made in 
the group of relatives with which our inter- 
viewing has not been effective in decreasing 
hostility. When the interviewing technique 
described above was not effective, and the 
relative persisted in a tirade against the hos- 
pital and the service, it was impracticable to 
attempt any further therapeutic interviewing. 
This was particularly true where one or more 
members of a family were involved in a folie 
a deux situation with the patient. 

In such situations the most satisfactory re- 
sults are obtained if a firm but polite stand 
is taken. The requirements of military regu- 
lations are then explained as simply as pos- 
sible. The rights of the relative are also set 
forth. This usually includes an invitation to 
the relative to have a consultant of his own 
choice visit the hospital and examine the pa- 
tient. The relative is informed that he may 
also see the Commanding Officer of the hos- 
pital or contact anyone he wishes, but that 
the patient is subject to military regulations 
and that this cannot be changed. In the event 
of military dependents who may be dis- 
charged at any time, a firm stand frequently 
causes a marked change in the attitude of the 
relative. The suggestion that the patient may 
be discharged immediately and thus become 
the full responsibility of the relative makes 
him aware of the area in which his difficulties 
actually exist—with the patient, not with the 
hospital. This has proved to be most success- 
ful in bringing out the real feelings concern- 
ing the relationship between the relative and 
the patient. It will occasionally cause the 
relative to express a great deal of hostile feel- 
ing toward the interviewer, but the point can 


be made that it is the patient and not the hos- 
pital who is the focal point of the hostility. 
One small group of relatives, because they 
are unable to express hostility while visiting 
the hospital, still present a problem. These 
individuals, when seen in interview, appar- 
ently are satisfied with the care and treat- 
ment the patient is receiving. However, their 
true feelings are not expressed and, following 
the visit to the patient, a complaint will be 


_ made to a Congressman or to someone high 


up in the military hierarchy. On these oc- 
casions a special effort is made to see the rela- 
tive. Often he will return for an interview, 
which is then conducted as already described. 
This type of relative remains largely un- 
studied in this series. The majority of those 
whom it has been possible to interview, after 
they have made a complaint outside the hos- 
pital, were able to express their dissatisfac- 
tion in this later interview. Once this type of 
relative starts to talk about the patient, he 
will express himself at great length. 

A few cases have been summarized to 
demonstrate how this therapeutic interview- 
ing is accomplished. 


Case 1.—A 26-year-old noncommissioned officer 
with over 3 years’ service was admitted by transfer 
because of schizophrenic reaction, paranoid type. On 
admission he was uncooperative, hyperactive, ex- 
tremely paranoid, with somatic delusions and actively 
hallucinating. The illness was of 2 months’ duration. 
The first contact with the relatives was brought 
about by a senator from the home state. The father, 
a successful businessman, had called the senator and 
complained that his son was mentally ill and not 
receiving proper treatment. An investigation and 
corrective action were requested. The senator’s sec- 
retary called and was given complete information. 
An interview with the parents was suggested and 
arrangements were made. 

The parents were interviewed and found to be 
very bitter in their attitude. The father knew his 
son was sick, but felt it must have been the result of 
some injury incurred while in service. He was sure 
his son would not recover while being treated on a 
closed ward; he insisted that he be treated by medi- 
cal doctors, not psychiatrists. He was reassured as 
far as possible. He agreed that his son could not 
live on an ordinary medical or surgical ward. The 
electroencephalogram, skull x-rays, and neurological 
examinations were normal and there was no history 
of a head injury or indication for medical consulta- 
tion. 

Inquiry was made as to the home adjustment of 
the patient and both parents responded fully. In 
brief, he was an only son with 2 years’ service in 
World War II and had joined the enlisted reserve 
against his parents’ wishes. He had finished college 
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and left home, again against their wishes. Their 
desire was for him to enter the family business. He 
had agreed, after much correspondence, to return 
home upon discharge and it was while being pro- 
cessed for discharge that he became ill. The father 
felt that his son had failed because he was an en- 
listed man; the mother believed firmly that he had 
done his share in World War II. As these matters 
were discussed the mother said to her husband, “We 
have been trying to do too much for Joe.” The 
father agreed to this. From that point on they were 
most cooperative, and when the patient left the hos- 
pital he did not return to the same family situation 
he had tried to avoid. Prognosis in this case is 
believed to be good. 


Case 2.—This 31-year-old officer was admitted in 
August 1951 because of episodes of amnesia. The 
patient’s history revealed a long pattern of failure 
and dependency upon his father. The father was a 
retired officer with a successful career and had 
reared his son with the idea of having him follow 
in his footsteps. This the son had endeavored to do. 
The last amnesic episode had arisen while under 
minor stress. The patient, after a few days’ leave, 
was returning to duty that he intensely disliked. In 
view of the long neurotic history, it was decided 
that he should be given a medical discharge from 
the service. Upon learning of this the father ap- 
peared at the hospital for an interview. He saw no 
reason why the “boy” could not be treated and re- 
turned to duty. If he could not be returned to full 
military duty then he must be totally disabled and 
should be retired with full retirement compensation. 
He emphasized how important a military career was 
to his son. He stated that he meant to see that the 
son was either cured or discharged with full disa- 
bility awards, and would leave no stone unturned to 
achieve this. It was pointed out to the father that, 
since this was a long-standing illness, the son, in 
growing up, must have given the father considerable 
difficulty. 

“He was always a disappointment to me,” the 
father replied. “He has failed at everything. I guess 
I have been kidding myself. He could not even make 
a success in marriage.” He revealed in detail how 
time and again he had intervened to help his son 
and how it had never worked out. It was explained 
to him that the son resented this supervision and 
that he kept on trying only because of his love for 
his father. He finally saw the necessity of allowing 
the “boy” (aged 31) to lead his own life after he 
was out of the service. 

In this case the father was unaware of the fact 
that he had guided, directed, and interfered with his 
son’s attempt to lead a normal life. He became 
aware of this only after the interview was directed 
to a discussion of his feelings toward the son. De- 
pendency upon the father had made the son hostile 
toward him, but he was never able to reveal it. The 
one interview with the father did much to improve 
the relationship between father and son. Both indi- 
viduals became aware of their feelings toward each 
other and saw how their past actions had brought 
about the present unhappy situation. The patient 
was discharged from the Army and for the first 


time was able to make a realistic adjustment with 
his father. 


Case 3.—In August 1950 an 18-year-old soldier 
with one week’s service was admitted to the hospital 
because of hallucinations and delusions. He was 
obviously schizophrenic with many paranoid and 
homosexual delusions. These psychotic experiences 
were very real to him and he believed that at night 
he was taken from his bed, placed in a cage, and 
sprayed with live steam because he would not in- 
dulge in homosexual practices. He left the hospital 
without permission and returned home. His mother 
visited the hospital determined to investigate. She 
was so persistent in her belief that her son had been 
mistreated that she described the exact location of 
the cage and the steam hose as being some 4 miles 
from the hospital. It was pointed out to the mother 
that the son had not been removed from the ward 
at any time, that he had no burns or bruises, and 
that the whole situation was a symptom of her son’s 
illness. She refused to believe that her son was 
mentally ill and maintained that the Army and the 
hospital were corrupt, and therefore she would not 
bring him back to the hospital to be mistreated. 
We explained to her that her son was absent with- 
out leave and that his case could not be terminated 
until he returned to the hospital. We assured her 
that her son would not be mistreated. To the doctor 
this meant that he never had been mistreated, but 
to the mother it meant that the hospital accepted 
the responsibility for the alleged mistreatment, but 
promised to do better in the future. She was then 
able to return her son. A few days later she again 
came to the hospital accompanied by two other sons. 
She repeated her charges about the cage and steam 
spray, and wanted to take her boy home. The 2 
brothers apparently accepted the patient’s story as 
fully as did the mother. It was apparent that nothing 
could be gained in further interview since she had 
completely accepted her son’s psychotic experiences 
as being factual. Accordingly, it was pointed out to 
her that her son was in the Army, that Army regu- 
lations had to be followed, and that he could not be 
discharged immediately. This brought on another 
tirade during which she insisted upon seeing the 
Commanding Officer and her Congressman, which 
she did. The patient was discharged from the hos- 
pital and the military service as soon as possible, 
but no understanding ever developed between the 
hospital and the family or within the family. This 
case demonstrates the futility of any attempt at 
therapeutic interviewing when the relatives com- 
pletely accept the patient’s psychosis and are unable 
to believe that he is mentally ill. 


Case 4.—This 50-year-old military dependent was 
admitted to the hospital in January 1952 for evalua- 
tion of a long-standing schizophrenia. She stayed 
in the hospital for 32 days during which she showed 
no active symptoms of a psychosis. She was seclu- 
sive and withdrawn and complained that she was 
having terrible thoughts, which she refused to dis- 
cuss. She was passive in her acceptance of hospitali- 
zation, and at the end of the observation period was 


discharged to return home. The husband had been 


— 


7 
| 
i 3 
| 


458 


THERAPEUTIC INTERVIEWING OF HOSTILE RELATIVES 


informed of this and seemed to accept it in a co- 
operative manner. However, a few days after his 
wife left the hospital a complaint was registered that 
the patient had been brought to the hospital for 
treatment, had been kept there for a month, and then 
released without having received any treatment. The 
husband was unable to express hostility directly 
toward the hospital, but could take his problem to a 
high-ranking military officer. Repeated attempts had 
been made to arrange an interview with the husband 
in order to discuss the plans for the patient’s future 
care and treatment, but none of these had been suc- 
cessful. He was an intensely ambitious individual 
and his wife’s illness prevented her from maintaining 
any social contacts. She refused to do any enter- 
taining or to leave the home. When callers came 
she complained about strange noises in the attic, and 
of her husband’s infidelity. It was, therefore, ap- 
parent that he had ample reason to be hostile toward 
his wife. However, he could never be brought to 
an interview situation and it was impossible to talk 
this out with him. In this case an interview with the 
husband would have been beneficial. 


SUMMARY 


It has been pointed out that hostility dem- 
onstrated toward an institution is frequently 
seen to be not a true hostility toward the hos- 
pital, but a displacement or projection of 
hostility toward the relative currently hos- 
pitalized. When this hostility toward a rela- 
tive can be verbalized the relationship be- 
tween the hospital and the relative is much 
improved. This is a matter of satisfaction to 
both the doctor and the relative in question. 
However, this is only a minor point. When 
a relative has verbalized his hostile feelings 
about a patient, and thus becomes aware of 
them, he is able to make a better adjustment 
with the patient in the home after discharge. 
It may be speculated that this better adjust- 


ment will be a strong factor in making for a 
favorable prognosis. In cases where it had 
been impossible to get a relative to express 
hostility, it did not necessarily follow that 
hostility did not exist. It is believed that the 
relative in such a situation is demonstrating 
his own emotional maladjustment. In spite 
of the overconcern expressed by this type of 
relative, it is felt that when the patient re- 
turns home to such a situation the prognosis 
is poorer, inasmuch as there is no understand- 
ing of the interpersonal relationships in- 
volved. 

The dynamics of the development of hos- 
tility have not been discussed as space does 
not permit. The fact is that we are not so 
concerned with the development of hostility 
as with the mechanisms of displacement and 
projection. Hostility is dissipated by its be- 
ing brought into awareness. The relative at 
first is quite surprised, dislikes what he sees 
in himself, and does what he can to adjust 
himself better to the patient. Often this is 


_ adequate to ensure an improved adjustment 


in living. It is emphasized that verbalization 
of hostility toward the patient is not the only 
cause for an improvement in relations with 
relatives. However, this study includes only 
hostile relatives who did not respond to the 
ordinary methods of reassurance. The effort 
and time consumed in dealing with hostile 
relatives is decidedly worth while. Relatives 
should be interviewed whenever possible and 
a sincere attempt made to get them to discuss 
their feelings toward the patient. This thera- 
peutic interviewing should be considered a 
definite part of the patient’s treatment pro- 
gram whenever possible. 


tte 

‘ 

re 

| 
| 

4 
g 

4 

d 
3 

qq 

4 

= 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 

Sir: Some time ago I chanced to review 
a “news release” regarding some additions 
in construction to the Roosevelt Hospital in 
New York City. The recorder of the “news 
release” in question made much of the con- 
templated additions, remarking that the pro- 
vision for psychiatric children “. . . . is the 
second such complete project in a general 
hospital in the United States (The University 
of Michigan Hospital also offers complete 
care to children and adults).” The associated 
details mentioned served only to exaggerate 
the misleading information. The nature of 
the report was such as to give the general 
impression that psychiatric children had gone 
more or, less without appropriate therapy 
prior to the installation at the Neuropsy- 
chiatric Institute in Ann Arbor in 1937 and 
the present provisions at the Roosevelt 
Hospital. Such is not only misleading, but 
also truly outside the realm of fact. Psy- 
chiatric children, although often not isolated 
in special rooming facilities, may be judged 
to have been very adequately cared for by 
interested physicians and psychiatrists, not 
alone in general hospitals but in the various 
state and special institutions as well. In New 
York City, Bellevue Hospital has had a sep- 
arate ward for children in its psychiatric 
division since 1920, and very special provi- 
sions were made for psychiatric children in 
Bellevue’s new building in 1933. Over 1,000 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 

Sir: Perhaps some impressions of my trip 
to Europe the past summer, in which I visited 
Switzerland, Germany, Italy, and Austria, 
may be of interest to readers of the JouRNAL. 
I did some lecturing and met a greater num- 
ber of psychiatrists than usual on my trips 
abroad because the European universities are 
still more or less active in July. 

The clinical work as well as scientific re- 


CORRESPONDENCE 


CHILD PSYCHIATRY IN GENERAL HOSPITALS 


EUROPEAN PSYCHIATRY 


new patients under the age of 12 were studied 
and treated at Bellevue Hospital in 1950. 
The New York State Psychiatric Institute 
and Hospital made special provision for psy- 
chiatric children in 1929, 17 beds for boys 
and 17 beds for girls, and since that time has 
had an annual admission of 50 to 75 to those 
beds, and in addition, has treated yearly some 
600 to 1,000 problem children in its outpa- 
tient service. The Phipps Psychiatric Insti- 
tute at the John Hopkins Hospital has, in no 
sense, avoided the care of psychiatric chil- 
drén separate from, and also in cooperation 
with, the Harriet Lane Division for Chil- 
dren. At the Henry Ford General Hospital, 
special attention has been given to problem 
children and even psychotic children since 
1923, both in outpatient clinic and inpatient 
services. 

Complete and special isolation of psychi- 
atric children comes under questionable favor 
when full appraisal is made of the present 
call for psychiatric care at the entire family 
level. 

It is not intended to be hypercritical, but 
inadequately presented “news releases” are 
inclined to make a poor general impression 
upon a public already aware that psychiatry 
has “sold its wares” beyond its ability to 
make delivery in full measure. 

Tuomas J. Hetopr, M. D., 
Detroit, Mich. 


search are again very active in all psychiatric 
university hospitals. In all the countries I 
visited psychiatry continues to be organized 
around these hospitals, which, indirectly, also 
have a great influence on the mental institu- 
tions, municipal psychiatric hospitals, and 
extramural psychiatry. This is quite under- 
standable since even the director of institu- 
tions and other psychiatric facilities is usually 
a man with a long record in the university 
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system. In Germany it was quite obvious that 
attempts made by the Military Government 
to introduce psychiatric centers independent 
from the University were unsuccessful. Even 
child guidance work can be efficient only if 
the university hospitals are available for ob- 
servation and consultations. 

Mental hygie1e work in the American 
sense did not make much progress except for 
an extension of social psychiatric agencies 
which are on a rather high level. Preventive 
psychiatry hardly exists, and in Italy even 
one of the leaders of mental hygiene felt that 
there is no prevention of mental illness. 

In Italy I was particularly impressed by 
the very active work i» the treatment of men- 
tal disorders as well as research on the prob- 
lems of psychoses. Psychoanalysis, contrary 
to some recent reports from other visitors, is 
practically nonexistent. 

In all Central European countries psycho- 
therapy is a well-known field, and in Ger- 
many even the social insurance takes care of 
psychotherapy in some centers such as Ber- 
lin. The approach is usually an eclectic one, 


and the majority of psychiatrists feel that 
this is a step beyond the strict adherence to 
one school such as Freudian psychoanalysis. 
Most of the fully trained analysts seem to 
deviate more or less from the principles of 
the orthodox schools as I noticed in Vienna 
and Berlin. 

There is again much exchange between the 
various European countries and also between 
South American and European psychiatry. 
One cannot escape the impression that Amer- 
ican psychiatry is quite isolated. Individual 
professors of psychiatry in Switzerland, Ger- 
many, and Austria show great interest in 
American psychiatry but remain sceptical 
about the extent of psychodynamic psychi- 
atry in the States. Most psychiatrists I 
happened to talk to were unable to accept any 
psychodynamic views regarding the major 
psychoses. It can be said, however, that they 
are surprisingly familiar with the American 
literature. 

Loruar B. Katinowsky, M. D., 
New York City. 
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Prominently stated among the great objec- 
tives of the American Psychiatric Association 
is the advancement of psychiatric research. 
From the beginning, this has been regarded 
as fundamental to the purposes and the 
existence of the Association. Indeed, the fur- 
thering of “the study of subjects pertaining 
to the nature, treatment and prevention of 
mental disorders” is inscribed as the first of 
the objects of the Association. To lend still 
further emphasis to the great importance ac- 
corded to research, it appears again in the 
third object as laid down in the Constitution, 
namely—and still more specifically—to “fur- 
ther psychiatric . . . . research.” 

The scientific programs at the annual meet- 
ings of the Association have always devoted 
a considerable amount of their time to the 
presentation of reports on research; the 
round-tables of the meetings have been de- 
voted, on many occasions, not only to dis- 
cussion of experimental and other similar 
scientific work but also to studies of the 
scientific method itself. 

Nonetheless, particularly since the close of 
the Second World War, it has been felt in- 
creasingly that the Association should con- 
cern itself still further with the promotion of 
research work among its members. The 
postwar years have seen an immense expan- 
sion in the number and range of psychiatric 
facilities and, in particular, have seen a most 
considerable growth in the number of psychi- 
atric departments and other facilities set up 
in association with the universities. During 
this period, moreover, the funds available for 
research work increased most substantially, 
though still remaining considerably short of 
the needs in the field. However, it became 
increasingly possible for able men to look 
forward to a full-time career in research work 
in psychiatry; while formerly such men 
found that, while it might be possible to de- 
vote their earlier years to research work, the 
growing financial commitments of their later 
life often forced them either into part-time 
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research work or into abandoning the field 
entirely. 

The war brought further changes that were 
not by any means so favorable. The immense 
demands of the war effort resulted in research 
everywhere—not merely in psychiatry and 
not only in medicine, but literally in every 
field having any relevance to the war effort— 
being shifted from fundamental problems to 
applied problems. The consequences of this 
have been several. There has been an im- 
mense growth in the amount of applied and 
project research. Many of the able young 
men who entered research during the war 
years have become involved in this type of 
research and have found it difficult to extri- 
cate themselves, their positions requiring that 
they continue a given line of investigation and 
their reputations by now having become asso- 
ciated with a special field and type of study. 
The university centers, traditionally the area 
in which fundamental research work was car- 
ried out, in answer to the demands of the war 
effort involved themselves heavily in applied 
and project research. In many university 
centers, so large and complex an organization 
was set up, and so heavily committed had the 
university become to the furthering of ap- 
plied and project research, that, when the war 
ended, it was impossible—without serious 
dislocations of staff and serious distortions of 
the financial structure of the university—to 
make a return to fundamental research. This 
problem, as indicated earlier, is as wide as 
the research field itself, involving funda- 
mental research not only in medicine but also 
in engineering, physics, and chemistry and 
many other fields. As we have passed fur- 
ther into the postwar years, a still further 
unfavorable aspect of this situation became 
apparent—this is, that applied research proj- 
ects themselves depend largely upon the ex- 
istence of a reservoir of fundamental research 
concepts. Since there had been relatively little 
addition to this reservoir during the war 
years, and since many of the basic concepts 
had already been thoroughly ransacked from 
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the point of view of their practical applica- 
tion, there then ensued a gradual. and not 
readily perceived, impoverishment in the 
quality of applied and project research itself. 

As it became gradually understood within 
the Association that these changes were going 
on and were acting unfavorably with respect 
to the development of psychiatric research, 
initial steps were taken in an attempt to 
counteract this. The first step was the setting 
up by the Committee on Program of the theo- 
retic session as a regular part of the annual 
program. The intention of this session was 
to afford a prominent forum for the presenta- 
tion of theory, as contrasted with the presen- 
tation of purely applied and project research. 

The success of these theoretic sessions was 
immediate, indicating the wide desire and 
deeply felt need within the Association for 
the expansion of our knowledge of basic con- 
cepts. The theoretic sessions have provided, 
and are still providing, a most useful source 
of strength to the growing field of funda- 
mental research. 

At the November meetings in 1949 a pro- 
posal was put before Council for a still fur- 
ther step in our plans to strengthen basic 
research. The proposal was, very simply, that 
research conferences should be set up in vari- 
ous parts of the area served by The Amer- 
ican Psychiatric Association ; that these con- 
ferences should be concerned primarily with 
the presentation of fundamental and basic re- 
search ; that no other criteria than the excel- 
lence of a paper should be used in its selec- 
tion ; that these regional research conferences 
should be sponsored by The American Psy- 
chiatric Association and that they should be 
held under the aegis of a university. The rea- 
son for this latter step is already outlined 
earlier in this presentation—namely, that it 
is in the universities that fundamental re- 
search is, most commonly, carried on. More- 
over, it is at the universities that multidis- 
ciplinary research, so essential for our field, 
can be most easily carried out—because of 
the multiplicity of departments to be found 
not only within the medical and social science 
faculties of the university but also within 
their associated teaching hospitals. It is of 
course appreciated that many outstanding 
hospitals have, over the years, also engaged 


in this field; but the role of the hospital is 
inevitably therapeutic and inevitably tied up 
with immediate action, and hence hospital 
research tends more toward the applied and 
project types of research. It was felt at the 
time that opportunity already exists in the 
annual meeting program of the Association, 
in the programs of the District Branches and 
Affiliate Societies, and in many other psychi- 
atric organizations for full and ample presen- 
tation of applied and project research. It is 
unnecessary to emphasize, of course, that 
within the Association there is every recogni- 
tion that, without applied and project re- 
search, our work in psychiatry as physicians 
would soon become sterile. It is, however, no 
less keenly recognized that, without funda- 
mental research, applied research in itself 
would ultimately lose momentum. 

The first regional research conference was 
set up in Denver, Colorado, in March 1951. 
Since then, the number of such conferences 
has rapidly expanded, and very considerable 
enthusiasm has developed. The pattern these 
conferences are following is gradually be- 
coming clear. First, they are organized so 
that they are open to all those interested in 
research, many participants coming from the 
allied medical and social science fields. For 
this reason, many of the presentations are 
multidisciplinary in nature. A theme that has 
tended to recur frequently in the various 
conferences is the discussion of scientific 
methodology and research design. 

The conferences are self-supporting, the 
small costs of their operation being absorbed 
either by charging a registration fee or by 
being carried by the local organizing group. 
All conferences are jointly planned, with re- 
spect totheir program, by The American Psy- 
chiatric Association—as represented through 
its Committee on Research—and by the lo- 
cally sponsoring group ; and a representative 
of the Committee on Research is assigned to 
be present during the sessions of the confer- 
ence. Incidentally, these conferences have 
usually been set up on a two-day basis. A 
practical problem presently before Council is 
the great desire expressed by all groups that 
have organized regional research conferences 
to have the proceedings published—either in 
summary form, or, in some cases, in more 
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extended version—and thus rendered availa- 
ble both to the membership and to a wider 
audience. 

In view of the particularly high level of 
the presentations and the announced inten- 
tion of the regional research conferences to 
promote the development and expansion of 
fundamental and basic research, opinion is 
strong that publication should in some way be 
secured. 


It is hoped that ultimately regional research 
conferences will be established on a regular 
basis to cover the major geographical areas 
on the continent. Local groups wishing to 
establish a conference should communicate 
directly with the Chairman of the Committee 
on Research, Dr. Jacques S. Gottlieb, whose 
address is the Psychopathic Hospital, Iowa 
City, Iowa. 

D. Ewen:Cameron, M.D. 


EDUCATION 


So far have our American schools during the last generation become thing-minded, tool- 
minded, object-minded, so distrustful are they of symbols, that the fundamental instruments of 
thought—language, number, and logic—have almost disappeared from the curriculum, or are 
taught with confusing concreteness in the common belief that true education should be 
restricted to an experience with “things” and with “real” situations. . . . but plainly if every- 
thing except technics is a nebulous whimsy, what is left of man except a living corpse, a corpse 
whose life is so meaningless and valueless that it presents no sound reason for seeking either 
individual employment or national survival. 


Lewts MumMrorp. 


Science can, if rulers so desire, create sentiments which will avert disaster and facilitate 
cooperation. At present there are powerful rulers who have no such wish. But the possibility 
exists, and science can be just as potent for good as for evil. It is not science, however, which 


will determine how science is used. 


BerTRAND RUSSELL. 
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COMMENT 


THE COMPANY WE KEEP 


Psychiatry is developing rapidly and, radi- 
ating as it does in many directions, causes 
the publication of a considerable number of 
psychiatric journals. It is appropriate that 
the members of our profession be cautious 
in their choice of medical periodicals in which 
they express their scientific views and to 
which they lend their support. Scientific 
publications are judged not only by their con- 
tributors but also by the roster of physicians 
who are willing to lend their names and pres- 
tige as members of the editorial board. 

Doctors naturally feel complimented by 
being invited to submit articles to scientific 
journals or to sponsor them but acceptance 


should be based on thoughtful consideration 
of various factors. Before accepting an invi- 
tation to submit material or to become associ- 
ated with a publication in some other capacity, 
it would be wise carefully to investigate the 
policies and standards of any publication that 
they are invited to support and to make sure 
that they are in sympathy with such policies 
and agree with the spirit of the journal in 
general. Physicians would do well also to 
make sure—even though the journal is known 
for its high scientific merit—that its editorial 
ideals are such that they do not offend the 
medical ethics of our profession nor trespass 
on the good taste of the reader. 


A NOTE ON THE NEWS 


Cussing newspaper reporters and their 
resultant productions is an old and basic 
American habit. Discussing these problems 
somewhat more rationally seems likely to de- 
velop into a similar popular pastime. In the 
past few months articles on this subject have 
appeared in the American Psychologist, Sci- 
ence, Journal of the American Medical Asso- 
ciation, and Police Chiefs News, to mention 
a few that have crossed my desk. These com- 
ments represent varied viewpoints, and it 
occurs to me that a sort of summary might 
make a timely note for our own consideration. 

Generally, it would seem the professional 
worker likes to see his name and work in 
print (who doesn’t?) but wants a strictly 
accurate, ultrascientific, nondramatized re- 
port. He wants this achieved with minimal 
effort on his part, and takes a dim view of 
any changes made in what little material he 
does put out. Reporters, however, have their 
problems, as Blakeslee’ suggests in the 
American Psychologist: 

It is rather commonly felt that psychologists are 
not succeeding in communicating what they know 


to the people whom they wish to know—or failing, 
at least, in telling it in exactly the way they would 


1 Blakeslee, Alton L. (Associated Press Science 
Reporter). Psychology and the newspaper man. 
Am. Psychologist, 7:92, March, 1952. 
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like it to be told. Actually, there is no insuperable 
problem here. The main difficulty is the psycholo- 
gists themselves and what they are doing, or rather 
not doing, about spreading word of their research. 

The greatest barrier is language—the use of tech- 
nical language—by psychologists in talking with 
other people and even at times in talking with them- 
selves. If the useful and interesting things about 
science are not being made known it is partly be- 
cause of the way that scientists try to tell it. Scien- 
tists and science are the prisoners of technical lan- 
guage, if they insist upon using only technical 
language. 

Scientific jargon has some valuable uses. A tech- 
nical word or phrase sometimes saves words, and 
expresses meaning accurately. But it assures ac- 
curacy of understanding only if your listener under- 
stands the word. Often people in the same field of 
science fail to communicate accurately with each 
other because they are in different specialties. By 
insisting upon technical language, they make it too 
hard for another man to understand them. He 
misses something he’d like to know. I feel sure that 
has happened to some of you when you've listened 
to papers in a different specialty from your own. 

Sometimes, this insistence is just a form of snob- 
bery. Your listener, or reader, is often quite as 
bright as you are, or brighter. He just does not 
happen to have acquired the same vocabulary. In- 
tentional failure to talk in common language is 
snobbery or stupidity or a refuge because you don’t 
know what you're trying to say yourself. Almost 
every human being has some form of jargon peculiar 
to his activities—the jitterbug, the physicist, truck 
driver, surgeon, chemist, the cook and her colander. 
Any one of them could puzzle the psychologist who 
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happened not to have heard such technical terms or 
jargon before. But most people, unless they wish to 
show off, do not intentionally use only technical 
language. ‘They talk your language, or explain their 
terms if they see that you are puzzled or may be 
making a mistake in interpreting them. They want 
to be understood. If you go to Paris, do you speak 
Greek? Or Hindustani in Brooklyn? 

Perhaps you must also ask yourselves if you 
really want the public to understand what you are 
doing and what you have learned, or if you are 
afraid to tell them. Because people don’t know a 
certain jargon does not mean they are not intel- 
ligent or not willing to learn. Quite the contrary. 
Too commonly the mistake is made of underesti- 
mating the intelligence of the American people. 
They can and do understand your work, when it is 
told in words they are familiar with. They ap- 
preciate the knowing. But you can’t expect them to 
go beating through the woods and briars to reach 
the one tree with one apple of one bit of knowledge. 
Scientists, in reading about other fields of activities, 
don’t bother to do it, either. 


A second problem is a frequent demand by 
the scientist to review a story before it is to 
be printed. Blakeslee scores this point as 
follows : 


I know your intention is good. You want to in- 
sure accuracy, because of the possible harmful 
effects of inadequate or misleading information. 
Reporters and other writers want their stories to 
be accurate, too. They are jealous of their reputa- 
tions for good reporting. Mistakes get made. Some 
of the mistakes in facts or in emphasis are in- 
defensible. But most of them are really minor. 
Scientists often raise howls of anguish over what 
they call terrible, wicked errors. When they re- 
cover sufficiently from their rage to cite chapter 
and verse it quite often turns out that a headline is 
not exact or the choice of one word is wrong or 
there was a typographical error in the story or in 
the spelling of their names. Most of these objec- 
tions reflect a tender skin and a fear—is it Freud- 
ian?—that they will be kidded by their associates. 
Your proposed censorship is a dead-wrong way to 
achieve accuracy in news stories. Accuracy can be 
achieved only by trust, experience, and full and 
complete cooperation between scientists and news- 
men. 


Such cooperation will, of course, only work 
with the reputable American press, and, as 
Felix R. McKnight, Assistant Managing 
Editor of the Dallas Morning News? says, 
. .. I quickly admit that a few disreputa- 


2 Smyth, Lou. Timely suggestions. Police Chiefs 
News, p. 16, August 1952. 


Through the courtesy of a member, the 


writer had the privilege of attending, as a week of June 19-25, 1952. The character and 
listener, one of the conference sessions that 


THE SECOND CONFERENCE ON PSYCHIATRIC EDUCATION 
were held at Cornell University during the 


ble newspapers violate that privilege for po- 
litical and selfish gain. We have culprits in our 
fold.” Most citizens are aware of this truism, 
but unfortunately such reporting with subse- 
quent gullible public belief still persists. In 
science writing, however, such irresponsible 
journalism is fortunately fast disappearing. 
Headline writers are in a very special class 
by themselves, and no logical rules are known 
to me that can touch them. 

A final important point was stressed by 
John L. Bach * when he stated, 

More doctors are meeting more reporters today 
than ever before with the result that there is more 
and more news about medicine and health in news- 
papers and magazines and on the radio. This re- 
flects a strong desire by the public for knowledge 
of the progress of medical science. Independent 
newspaper and press association surveys have shown 
that there is more reader interest in medical news 
than in any other branch of science. 


I would conclude, with Blakeslee,* and 
most heartily agree with him when he says: 


Of course your understanding is not absolutely 
essential. Good reporters will get the story about 
psychology or a kidnapping or a baseball scandal 
despite the road blocks. But few stories in psy- 
chology are worth the investment of tremendous 
time and effort when there are as good or better 
stories to be had elsewhere. 


In my opinion, the fundamental points in 
these articles are that psychiatrists, psycholo- 
gists, scientists are in many cases considered 
news and the major problem, once false 
modesty is overcome, is one of communica- 
tion btween the psychiatrist and the reporter, 
that the latter’s communication to his public 
be accurate and worthwhile. Mature psychia- 
trists as experts (?) in communication should 
be inherently superior in such an effort. For 
the beginner, the sources mentioned here may 
be of interest. 

Douctas M. Ke M. D. 


8 Bach, John L. (Director of Press Relations, 
AMA). Doctor, meet the press! J.A.M.A., 
149 : 1137, July 19, 1952. 

#Carey, Frank (Science Keporter, Associated 
Press). Reporting Science. Science, 115: 400, 
April 18, 1952. For a critique on what the scientists 
think about Carey, see Science, 116: 125, August 1, 
1952 (“Unscientific Reporting”). 
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and the earnestness and vigor with which 
they attacked the problems to which they 
were assigned, were very impressive. 

There appeared to be no set routine of dis- 
cussion, but free and open consideration of 
the various questions concerned with the 
specialist training of career psychiatrists. 

In view of the amazing growth of the 
membership of The American Psychiatric 
Association, the widespread general need for 


vacancies on the staffs of the various hos- 
pitals, the importance of such conferences is 
self-evident. 

The very complete and searching agenda 
under serious discussion reflected great credit 
on the wise committees in charge of the 
preparation and guidance of the conference. 
Such a project and those engaged in ac- 
tive participation unquestionably accomplish 
much toward the advancement of psychiatry. 


more trained psychiatric personnel, and the W. C. S. 


PLINY EARLE LEARNS A LESSON 


The great nineteenth century psychiatrist, Pliny Earle, Quaker, had only begun his practice 
in Philadelphia when he was called to the post of physician to the Friends Retreat at Frank- 
ford just outside the city. The year was 1840 and Earle, recently back from his European 
tour, was 30 years old. 

In a letter to a member of his family, dated September 30, 1840, he writes: 

We have a C. E. here from Maryland, who, in homely phrase, is “crazy as a loon,” but 
improving rapidly. When she arrived, her husband, a brother, and two sisters came with 
her. After a while we walked out into the garden, C. walking with me. While I amused her, 
these relatives slipped away, and were off before she was aware of it. For a month afterwards 
she believed that I had ordered her friends to be murdered, and, having assumed the name of 
her husband, was making pretensions to her hand. Finally, this delusion was removed by the 
receipt of letters (written at my request) from all those who came with her. Never again 
shall I insists on detaining a patient by deception or stratagem. It shall be straightforward 
work. 
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CENTENARY OF THE SociETE MEp1co- 
PsyCHOLOGIQUE.—This year 1952 marks the 
1ooth year of the Société Médico-Psycho- 
logique, and the anniversary was celebrated 
at the University of Paris during 2 days, 
May 25 and 26. 

The session on Sunday May 25 was held 
in the Great Amphitheatre of the Faculty of 
Medicine under the distinguished patronage 
of the Minister of Public Health, M. Paul 
Ribeyre, and was of a formal nature. Present 
were members of the Society and of invited 
societies, psychologists, educators, sociolo- 
gists, former presidents of the Society, and 
other officials national and foreign. 

After the meeting was opened by M. Paul 
Ribeyre it was taken over by Dean Baudouin 
and addressed by Prof. G. Heuyer represent- 
ing the French societies, Dr. A.-J. Wester- 
man-Holstijn of Amsterdam representing 
foreign societies, and Dr. J. Lauzier repre- 
senting the French-speaking societies. Dr. 
René Charpentier, Editor of Annales M édico- 
Psychologiques, then gave an address recall- 
ing the circumstances of the founding of the 
Société Médico-Psychologique. The founders 
were memorialized in addresses by Dr. G. 
Collet, president of the Society, Prof. Max- 
ime Laignel-Lavastine representing the Acad- 
emy of Medicine, Prof. Jean Lépine, repre- 
senting the Academy of Social and Political 
Sciences, and Prof. Georges Guillain repre- 
senting the Academy of Sciences. 

Dean Baudouin announced that a special 
subscription volume would be published in 
honor of the 35 founders of the Society. 

A scientific session followed the next day 
at the Society headquarters, 12 rue de Seine, 
with Dr. Collet and Prof. Heuyer presiding. 
At this session Prof. Jean Delay presented a 
paper reviewing the subject, “Shock and 
Alarm Reaction.” Discussions followed by 
Prof. Nyssen of Brussels, Dr. Bersot of 
Switzerland, Dr. Alliez of Marseille, and Dr. 
Vallade of Pau. Prof. Heuyer read a com- 
munication that Dr. Rézai of Teheran, asso- 
ciate foreign member, had addressed to the 
Society on the occasion of the centenary. 


NEWS AND NOTES 


PREPARING ToMorROW’sS Nurses.—Public 
Affairs Pamphlet No. 185 under this title is 
now available from the National League for 
Nursing, 2 Park Ave., New York 16, N. Y. 
Written by Elizabeth Ogg, it emphasizes the 
nation’s need for more nurses and aims to in- 
form the public and prospective nurses about 
nursing education and the scope of the pro- 
fession. It carries a foreword by Ruth 
Sleeper, R. N., president of the National 
League for Nursing. The Public Affairs 
Committee, which publishes the pamphlet, is 
a nonprofit, educational organization. 


INTERNATIONAL REVIEW OF CRIMINAL 
Poticy.—The first number of this United 
Nations publication, just received, is dated 
January 1952 and runs to 145 pages. It is 
proposed for the present to issue two num- 
bers annually, in January and July. The 
primary purpose of the International Review 
is to assemble and distribute on a world-wide 
basis reliable technical information on the 
broad subject of crime, but with special em- 
phasis on crime prevention and the treatment 
of offenders. It is therefore essentially a 
journal of applied criminological science. 

In this first issue the present activities of 
the United Nations in the fields reviewed are 
set forth including an outline of the growth 
of international cooperation prior to the es- 
tablishment of the United Nations. It is 
pointed out that the United Nations has the 
unprecedented advantage of access to “the 
accumulated organizational and technical ex- 
perience of other international organizations 
with special interest and competence in the 
field.” These international organizations are 
listed and described. 

The larger portion of this issue is occupied 
by an international bibliography topically ar- 
ranged covering all aspects of criminology 
mainly for the period January 1950 to June 
1951. 

The price for single numbers is $2.00, 
annual subscription, 2 issues, $3.50. Address 
the United Nations, Department of Social 
Affairs, New York City. 
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NEWS AND NOTES 


THE SOUL AFTER Leucotomy.—The Brit- 
ish Medical Journal reports that certain 
churchmen have, in lay journals, voiced ob- 
jection to leucotomy on religious grounds. 
They hold that the soul is damaged by an 
operation that mutilates the brain. 

B. M. J. comments: “If the soul can sur- 
vive death, it can surely survive leucotomy.” 


MENTAL STATE DURING FALL FROM 
HeicHT.—Frankl and Pétzel report in the 
Monatsschrift fiir Psychiatrie und Neurol- 
ogie, June 1952, the recollections of a laborer 
of his psychic content during a fall of 25 
meters from a broken scaffolding as a result 
of which he sustained several fractures and 
other injuries but did not lose consciousness. 
His experiences appear to be similar to those 
reported by persons rescued from drowning. 
In the present case the date of the accident 
was April 28, 1948 and the patient was inter- 
viewed by the authors December 14, 1949 
when he was admitted to hospital with an 
illness unconnected with the original accident. 
The authors do not comment on the question 
of reliability of the patient’s memory and 
give his report as follows: 

When the support gave way under his feet 
he called to a fellow workman, “Konrad, we 
are done for.” He glimpsed the sky above 
and his comrade also falling about a meter 
from him. He remembered that he was fall- 
ing feet first. After the first few meters ex- 
periences speeded up and his surroundings 
vanished from his sight. Memories of past 
years rolled by with lightning-like rapidity. 
Prominent were only pleasant experiences. 
Impressions were very clear like dream pic- 
tures and passed before him uninterruptedly 
like a moving picture and in proper chrono- 
logical order. First childhood experiences : 
he saw himself with his school friends playing 
games ; then he saw the house of his parents 
and his family. Then many memories from 
his period in the army in France and Poland. 
Finally he recalled an appointment that he 
had made for that morning before going to 
work. His last thought was what his mother 
would say when she learned of the accident. 
He recalls that toward the end of the fall he 
doubled up his fists and waited for his impact 


on the ground. During the whole fall he had 
no feeling of anxiety whatever. The thought 
that he might be killed did not occur to him. 

Immediately after striking the ground, fall- 
ing on a pile of planks, he recalls calling 
“Help—give me air.” He felt no pains at 
first, only that he had no sensation in his 
right leg. A little later, however, he felt 
severe pains, especially in the region of the 
right hip, on which he had fallen. He was 
quite aware of what had happened and was 
completely oriented. He answered questions 
giving his personal data without any trouble 
and asked that his garments that remained 
above might be brought down to him. He 
gave no thought to the seriousness of the 
accident but was only concerned with the 
prospect of a long period in hospital. 

On later questioning in hospital he con- 
firmed that the pictures were very plain and 
that they went by much faster than the or- 
dinary film—‘like lightning.” He could not 
tell whether there was color—“they went by 
too quickly.” There were many such pictures, 
several hundred at least, the speed always 
increasing until they were no longer clear, 
then all was dark. The duration of the fall 
would be about 3 seconds and as the pictures 
were not present at the very beginning or at 
the very end their duration would be about 
2 seconds. 


WESTERN PsyYCHIATRIC INSTITUTE AND 
Ciin1cs.—On Saturday November 1, 1952, 
the Western Psychiatric Institute, Pittsburgh, 
Pa., celebrated its tenth anniversary. Dr. 
William S. McEllroy, dean of the School of 
Medicine of the University of Pittsburgh, 
was chairman, and an all-day scientific pro- 
gram was presented. 


MASSACHUSETTS SOCIETY FOR RESEARCH 
In Psycuratry.—The officers of this So- 
ciety for 1952-1953 are as follows: Dr. Ben- 
jamin Simon, president ; Dr. Milton Green- 
blatt, vice-president ; Dr. Rudolph Kaldeck, 
secretary-treasurer. The Society plans four 
meetings for the year, one of which has taken 
place and the next is scheduled for December 
8 at the Walter E. Fernald State School. 
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AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


At a meeting of the Board on October 11 and 12, 1952, the following 2 major changes 
in policy were effected : 

1. Applicants who graduated from an approved medical school before the foundation 
of the Board (1934) will not be held to the strict interpretation of the published require- 
ments in formal graduate training. Under such circumstances the Board will consider the 
training and experience of the applicant and decide whether or not he will be admitted to 
the examinations. After January 1, 1954, for such graduates the Board will consider 10 
years of full-time acceptable experience in psychiatry or neurology in lieu of the formal 
training requirements. Should the candidate then apply for supplementary certification, the 
Credentials Committee will require 5 years of additional acceptable experience in the 
supplementary field. 

2. After July 1, 1954, training credit for work in the field of child psychiatry may 
be gained only by participation in a hospital residency training program that is regularly 
approved. After that date, independent training approval of psychiatric clinics for children 
is discontinued. 


The Board announces that the spring examination will be held April 30 and May 1, 
1953, at the Langley Porter Clinic, San Francisco, California. Registration is limited and 
early application is advised. 


REPORT OF THE NOMINATING COMMITTEE 


The Nominating Committee of The American Psychiatric Association herewith submits 
the names of the following candidates for office for the period 1953-1954. 


President-Elect: Arthur P. Noyes, Norristown, Pennsylvania. 
Secretary : R. Finley Gayle, Jr., Richmond, Virginia. 
Treasurer : Howard W. Potter, Brooklyn, New York. 
Councilors : Maurice Levine, Cincinnati, Ohio ; Paul L. Schroeder, Atlanta, Georgia ; S. 
Spafford Ackerly, Louisville, Kentucky. 
Auditor: Arthur Milsap Gee, Essondale, British Columbia. 
(s) COMMITTEE 
LaureN H. Smitha, M. D., Chairman, 
GeorcE S. Jounson, M. D., 
Lawson G. Lowrey, M. D., 
Francis H. Sieeper, M. D., 
Raymonp W. Wacconer, M. D. 
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BOOK REVIEWS 


TRANSACTIONS OF THE THIRD CONFERENCE ON THE 
ADRENAL Cortex. Edited by Elaine P. Ralli. 
(New York: Josiah Macy, Jr. Foundation, 
1951. Price: $3.25.) 


Published reports of the Macy Foundation con- 
ferences represent a special type of medical litera- 
ture. The conferences consist of 15 to 20 specialists 
who meet for a 2-or-3-day session annually for a 
period of years to discuss a given topic. A short 
presentation by an investigator of new work usually 
opens each half-day session, which is then followed 
by lively critical discussion. Seventeen leading in- 
vestigators of adrenal physiology participated in this 
conference under the chairmanship of Dr. C. N. H. 
Long. 

The first paper is by Robert F. Pitts of Cornell 
University Medical College on “Effects of Adrenal 
Cortical Hormones on Renal Function.” From 
Pitts’ experimental studies of the kidney and from 
data of others it is apparent that “no single discrete 
renal function present in the normal animal is absent 
or lost in the adrenalectomized animal or in the pa- 
tient with Addison’s disease. The adrenal cortical 
hormones probably control the rates of several renal 
processes directly, but they modify the rates of 
many more indirectly.” In considering effects of the 
adrenal cortex on kidney function Pitts distin- 
guishes between primary effects and those that are 
secondary to salt and water alterations in the 
composition of body fluids. His paper constitutes an 
ingenious analysis of renal mechanisms in relation 
to adrenal steroids and their response to modifica- 
tion of constituents in body fluids occurring with 
adrenalectomy and replacement therapy. 

The second paper, by Geoffrey N. Harris then of 
Cambridge University, but now at the Maudsley 
Hospital, London, is on “The Hypothalamus and 
Regulation of ACTH Secretion.” This paper is of 
special interest to psychiatrists and neurologists. 
Harris’ experiments show that a neural pathway in 
the hypothalamus involving the mammillary body or 
posterior part of the tuber cinereum is involved in 
the transmission of emotional stimuli to the region 
of the median eminence of the tuber cinereum, but 
that from the median eminence of the pars distalis of 
the pituitary gland the stimulus is transmitted as a 
humoral agent via the hypophyseal vessels of the 
pituitary stalk to the anterior hypophysis for the 
release of ACTH. Harris worked with rabbits and 
his technique involved studies of lymphopenia fol- 
lowing lesions in the hypothalamus, pituitary stalk 
transection, and electrical stimulation of hypotha- 
lamic areas with carefully localized electrodes. 
Epinephrine release in the rabbit appears to play a 
very minor role in exciting the pituitary adrenal 
axis although in discussion it is apparent that this 
mechanism may be of considerable importance in 
other forms. The evidence indicates that 3 modes 


470 


of regulation of adrenal cortical release are involved, 
all operating together but to different degrees of 
significance in different species: (a) the neuro- 
humoral mechanism as studied by Harris and by 
Hume and his collaborators, (b) the systemic blood 
level of adrenal cortical hormones, which have been 
studied in detail by George Sayers, and (c) the 
systemic blood level of epinephrine investigated pri- 
marily by C. N. H. Long and by Martha Vogt. 

In the discussion of this paper George Thorn 
makes an interesting comment apropos of eosinophil 
levels as a measure of adrenal responsivity in man. 
He remarks “we have observed in certain patients 
with Addison’s disease and more recently in patients 
with complete bilateral adrenalectomy that epi- 
nephrine may cause a fall in eosinophils—I feel that 
every statement in which adrenal activation is meas- 
ured only by an eosinophil fall needs qualification.” 
Since Thorn has had extensive experience in this 
matter (the Thorn test) this comment, the reviewer 
feels, should be heeded by those clinicians who draw 
general conclusions about adrenal physiology from 
the eosinophil response to stress and to injected 
reagents. 

The third contribution is by Don H. Nelson of 
the University of Utah on “Determination of 
Adrenal Cortical Steroids in Blood.” Blood drawn 
from the adrenal vein of cows and dogs shows the 
presence of compounds B and F, which markedly 
increase following stress and the injection of ACTH. 
Nelson also reports the presence of some androgenic 
material in adrenal vein blood. A-V differences of 
I1-oxysteroid content of blood from liver and kidney 
also shed light upon the fate of these substances. 
Nelson’s report of changes in the cortisone content 
of human systemic blood after administration of 
cortisone is illuminating. 

Oscar Hechter of the Worcester Foundation for 
Experimental Biology in the fourth paper discusses 
“The Biogenesis of Adrenal Cortical Steroids” in 
terms of the extensive perfusion studies of the 
beef adrenal carried out by a team of investigators 
at the Foundation. Fifteen alpha ketol steroid 
substances have been found in blood perfusing the 
adrenal following the injection of ACTH. Principal 
of these are compounds B and F accounting for 
some 60% of the cortical steroids produced. Corti- 
sone, present to only 3%, appears to be a degrada- 
tion product of compound F. Experimental evi- 
dence indicates that the primary function of ACTH 
is to synthesize steroids probably by initiating the 
degradation of the side chain of cholesterol, though 
tracer studies with C14-labelled cholesterol and 
acetate indicate that the latter may go to hormones 
without cholesterol as an obligate step. Studies of 
perfusion through the gland of substances including 
pregnenolone, progesterone, DOC, and Compound 
S indicate that their transformation to adrenal cor- 
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tical hormones does not require ACTH and that the 
removal of the cholesterol side chain by ACTH is 
normally the slow step limiting the over-all rate of 
steroidogenesis. A schema of probable intermediate 
reactions involving enzyme-catalysed steps in the 
adrenal to produce the hormones from cholesterol 
and acetate is proposed. It is suggested that vari- 
ous disturbances in the chemical kinetics of the steps 
in steroidogenesis may be important in various 
disease conditions. 

The final paper in the volume is by Randall G. 
Sprague of the Mayo Foundation Graduate School 
on the “Clinical Use of Adrenal Cortical Hormones 
and ACTH.” No evidence from metabolic studies 
exists to indicate that rheumatoid arthritis is a de- 
ficiency disease of the adrenal. The amount of cor- 
tisone needed to reduce arthritic symptoms is phar- 
macological and not physiological. Cortisone dosage 
is generally several-fold more than that required to 
maintain Addisonian patients or those who have 
experienced bilateral adrenalectomy. Sprague pre- 
sents data on electrolyte and carbohydrate regula- 
tion in adrenally deficient patients maintained on 
cortisone and on DOCA. His results are somewhat 
at variance with more recent experiences cf Huggins 
and Bergenstal reported since this conference, who 
find that bilaterally adrenalectomized patients may 
be well maintained on cortisone alone without the 
addition of DOCA or salt tablets. In discussing 
this paper Jerome W. Conn presents some valuable 
new data on the oral and parenteral administration 
of compounds F and S to human subjects and com- 
pares their effects to that of cortisone. 

A brief review of the bare essentials of the con- 
tributions conveys little of the value of the book. 
The papers are well presented with ample illustra- 
tive tables and figures and the discussion—a sort of 
general scientific free-for-all—makes the book espe- 
cially stimulating reading to those interested in the 
advancing field of adrenal physiology. 

Hupson Hoactanp, Pu. D. 
Worcester Foundation 
for Experimental Biology. 


Tue Lonety Crowp. By David Riesman. (New 
Haven: Yale University Press, 1950. Price: 


$4.00. ) 


This is a book, of great scope and sweep, devoted 
to the study of social character and the way it is 
changing in America. The author describes various 
ideal types of social character, shows how each type 
develops in its own broad social context and how, in 
turn, each affects the society in which it flourishes. 

Social character is defined as those components 
of the individual’s organization of drives and satis- 
factions that are shaped by society and are “shared 
among significant social groups.” In societies where 
there is a high birth rate and a high death rate, 
the tradition-directed social character is found. In 
such societies—Europe in the Middle Ages is an 
example—-the individual is taught to conform to 
relatively unchanging traditions that regulate in 
minute detail the relations among various age and 
sex groups, clans, classes, professions, etc. The 


individual learns a tight web of values and is given 
a clear-cut role. When a society passes into a phase 
of “transitional growth,” where death rate declines, 
its typical members acquire a social character in 
which conformity is ensured by the early acquisition 
of an internalized set of goals. These people are 
inner-directed. The individual is trained not to con- 
form to tradition, but to find internal standards and 
goals that enable him to confront novel situations, 
to be independent of tradition. American society 
in the 1800’s was a society where the inner-directed 
social character predominated. When a society 
reaches a phase of incipient population decline, the 
other-directed social character becomes predomi- 
nant. Capitalism, industrialization, and urbanization 
work to produce a society, like our own, where the 
individual is more motivated by a desire for peer- 
group approval than by a need to seek highly in- 
dividualized and internalized goals. 

Riesman sees drastic recent changes in the proc- 
ess of character formation in America. In con- 
trast to the 19th century emphasis on morality, 
ambition, and character, there is today an emphasis 
on morals, adjustment, and personal attractiveness. 
In contrast to strong parental authority we have a 
permissive home environment. In contrast to 
rigidly hierarchical schools with an emphasis on 
academic content there are progressive schools 
emphasizing the “whole” child. In contrast to 
escapist literature, enjoyed in privacy, we have 
problem books, problem soap operas, and problem 
movies, all most often read or seen in a group. 
In contrast to 19th century emphasis on manipulat- 
ing objects, on craft skills, on production, we have 
an emphasis on manipulating people, on human re- 
lations skills, and on consumption. In contrast to a 
restricted social environment in which parents 
played a paramount role in socialization, there is a 
broad and constant exposure of the child, through 
radio, television, movies, books, and group par- 
ticipation, to an infinitely varied social environment 
and a variety of models. 

The other-directed type, having much in common 
with the type Eric Fromm described as possessing 
the “marketing orientation,” is an individual with 
no long-term goals except to do the best he can, few 
internalized principles to guide his behavior. In- 
stead of responding to persistent ego-ideals he re- 
sponds to his peer group. A need for approval 
replaces a need for success, “antagonistic coopera- 
tion” takes the place of competition. The other- 
directed person is more interested in learning to 
manipulate people than in learning craft skills. His 
political “style” is one of apathy or that of a toler- 
ant, principle-less “inside dopester.” His primary 
drive is to share consumer-tastes with his peer 
group. 

Any reader with a concern for “healthy” per- 
sonality, for personal maturity and ways it can be 
facilitated, will probably be convinced that both the 
inner-directed man, ridden by a cold and rigid super- 
ego, and the other-directed man, with his aimless- 
ness and lack of principle, are unhealthy, unpro- 
ductive people. How can a spontaneous, creative, 
productive, integral personality occur in a society 
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that pushes for other-direction? The book ends with 
a treatment of the autonomous type—a type that can 
conform to society but feels no neurotic necessity to 
conform either to inner-or other-directed norms, 
maintains individuality through incisive insight, and 
does not knuckle under completely to the pervasive 
demands of social forces. The author does not 
describe the processes that go into the making of 
such a type, but he suggests ways in which society 
can make autonomy more possible for more people. 
Among other things, he suggests (a) that we can 
take steps to remove from work the emotionally 
coercive flavor of false personalization, and (b) that 
we can have more avocational counselors to help 
people find creative uses for increasing amounts of 
leisure time. 

It is a provocative book. Psychiatrists, sociolo- 
gists, psychologists, social workers, anthropologists, 
and others can all read it with considerable profit. 
But the book has some shortcomings. The reader 
who brings to the book a concern for the systematic 
understanding of individual behavior will probably 
be bothered by one or more of the following: 

1. Analysis in terms of idea types. It is con- 
venient, and maybe necessary, for the social scien- 
tist to talk in terms of types, but such talk can 
easily lose touch with psychological and behavioral 
reality. Many will feel that type-talk is but a poor 
and stopgap substitute for talk in terms of more 
demonstrable syndromes of actual behavior on the 
part of actual people. 

2. The fairly frequent references to interviews 
that are never described and the quantitative results 
of which are not presented. The reader is not given 
the opportunity to make his own interpretation of 
facts. 

3. The occasional dissonance between character 
types and both facts and theory about personality 
structure. The reader will occasionally doubt that 
the traits and behaviors ascribed, for instance, to 
the other-directed person will actually coincide in 
the same actual personality. Riesman’s type con- 
cepts sometimes run directly counter to the theory 
and recent supporting fact about the authoritarian 
personality. One might wish that the author would 
join in seminar with those who have worked on the 
psychology of the authoritarian. 

4. The book will be relatively difficult reading for 
people not accustomed to what appears to be the 
style of social scientists. Though the book contains 
many beautiful sentences and incisive paragraphs, 
the present reviewer found it necessary to reread 
many of the long and involved sentences in order 
not to get lost. This may be no more than a carping 
complaint from a slow reader, and people ought to 
be willing to work to get good ideas. But it is likely 
that books like this would be read more quickly and 
with more understanding by more people who can 
profit thereby if it were a little less work. 

None of these criticisms is crucial. It is a signifi- 
cant book. Anyone with a desire to understand 
human behavior will find, after reading the book, 
that Riesman’s ideas pop up in many contexts and 
have a relevance for many of the puzzles encoun- 


tered in the day-to-day dealings with psychiatric or 
psychological problems. 
H. Sanrorp, Px. D., 
American Psychological Association, 
Washington, D.C. 


IntTropucTION A LA PsycHocHIRURGIE. By 
P. Puech, P. Guilly, and G. C. Lairy-Bounes. 
(Paris: Masson & Cie., 1950. Price: 520 fr.) 


This small volume is not a textbook on psycho- 
surgery but, as its title implies, an introduction to 
surgical procedures applied to the treatment of psy- 
chopathies. It has been prepared by 2 co-workers 
of the late P. Puech. 

The authors describe 2 aspects of psychosurgery : 
on the one hand, the lesional and, on the other hand, 
the functional. The former, already described in 
traditional neurosurgical treatises, offers but little 
originality except for a chapter of unexpecied find- 
ings on disturbances of C.S.F. hydraulics and their 
etiological significance in the genesis of psychiatric 
manifestations ; the latter consists of a summarized 
exposition of the various techniques used by the 
well-known and accredited psychosurgeons as of 
1950. Their descriptions are excellent but the ac- 
companying case histories are perhaps a little too 
thin. Indications for the operation of choice are well 
presented and fully discussed while cooperation 
with all allied disciplines is often stressed. 

As a résumé of the question this book serves a 
useful purpose: it enables the reader to take full 
cognizance of the psychosurgical aspect of psycho- 
therapeutics in an hour or two of pleasant, concise, 
and clear reading. The 160-odd pages of the Intro- 
duction a la Psychochirurgie are beautifully pre- 
sented as it is the rule with all books coming out 
from Masson & Cie. One should look forward to 
the pleasure and interest of reading in the not-too- 
distant future a major work on the subject from the 
pen of French psychosurgeons. 

Jean Saucier, M.D., 
Montreal, Quebec. 


Dire Ernremunc pes NERVENSYSTEMS NACH 
LEISTUNGEN (The Division of the 
Nervous System According to Its Functions). 
Second edition. By L. R. Mueller. (Stuttgart: 
Georg Thieme Verlag, 1950. Price: D.M. 8.70.) 


This is the second edition of a book written long 
ago. L. R. Mueller has published a great deal on 
this subject. The book has a great many instructive 
illustrations. What Mueller says in this book is 
that it is easy to give an anatomical description of 
the nervous system, but much more difficult to talk 
about the division of the nervous system as to its 
functions. He rejects many former differentiations 
and distinctions and tries to give a new sort of dif- 
ferentiation of the nervous system in a systema 
nervorum pro mundo, in a systema nervorum my- 
ostaticum and in a systema nervorum vitale. He 
gives a good description of the brain cortex as to 
its functions, but repeats that the cortex and the 
whole brain are working as a unit only, and he is 
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in opposition to those believing in the possibility of 
localization of mental processes. One of the most 
interesting chapters in this book is an attempt to 
divide the nervous system according to its mental or 
emotional functions. While there is not much in 
the way of new ideas and while some of the ideas 
seem to be quite antiquated, it nevertheless is an 
interesting contribution to the Lange-James con- 
ception. The book ends by saying that we have to 
admire the creator of the wonderfully working 
central nervous system. On the whole the book 
often sounds as through written by a representative 
of the thinking of the too mechanistic 19th century. 
Mayer, M.D., 
New York City. 


Dit FUNKTIONELLEN SEXUALSTOERUNGEN (Func- 
tional Sex Disturbances). By Werner Kemper. 
(Stuttgart : Georg Thieme Verlag, 1950. Price: 
$1.35.) 

This is a book that the author many years ago 
wanted to publish while he worked and lived in 

Germany. It was not published at that time. Kemper 

works now in Rio de Janeiro. The book deals with 

cases that he observed while working in Germany. 

He apparently does not belong to a specific psy- 

chotherapeutic school. I would say he is a good 

eclectic psychotherapist, a man who has seen a great 
many patients and who has thought a great deal 
about possibilities and difficulties of psychotherapy. 

He thinks that not the single symptom of a sexual 

disorder is important when it comes to the question 

of psychotherapy. Important is only how deeply 
involved is the whole structure of a personality. 

In his always interesting book he reports on cases 

of pruritus genitalis, of erective impotence, of 

ejaculatio preecox, of cases of priapism and vagin- 
ism. All the cases are of great interest and the way 
of his approach and his interpretation of dreams is 
also interesting. He tries to show that we can 
understand the mechanism of nervous sex disorders 
only when we have a good understanding for the 
whole personality of the sick person. He describes 
cases where the neurotic situation that brings the 
patient to the doctor is nothing but a repetition of 
conflicts in early life. In many cases where the 
early conflict was not solved we see a sort of con- 
ditioned reflex with a repetition of early difficulties. 
While Kemper does not give any new approach, I 
think his therapeutic approach in general is good. 
As sexual nervous disorders are enormously fre- 
quent, everyone who has to deal with these cases 
should be interested in reading this little book with 


its interesting cases. 
Mayer, M.D., 
New York City. 


Zur ForRENSISCHEN “Gerstic Ges- 
UNDER” HIRNBESCHADIGTER (Forensic Psy- 
chiatry of Mentally Normal Brain-Injured 
Persons). By Emil John. (Vienna: Springer 
Verlag, 1950. Price: $1.80.) 


This is a small book dedicated to Wagner von 
Jauregg, as he was one of the first authors interested 


in the forensic side of brain injuries. It has a pref- 
ace written by Otto Poetzl, who thinks that it is 
a good thing that John has chosen only 2 cases 
but cases with new, interesting points of view. Both 
cases are excellently described and analysed. Both 
are cases of men who had in the last war brain in- 
juries who first had severe organic brain symptoms 
but later on were relatively free of symptoms and 
who both became murderers. John gives a very good 
analysis of the physiological and pathophysiological 
disturbances that were caused by organic and by 
functional traumatic changes in the central nervous 
system. He shows how those happenings in the 
central nervous system were the cause of the great 
change in the personality of the person and were 
responsible for the fact that those damaged person- 
alities later on became murderers. There are ex- 
cellent remarks about the posttraumatic cerebral 
general syndrome in forensic psychiatry. There is an 
interesting chapter on physiological and pathophysi- 
ological abnormal states like those caused by ab- 
normal temperature or by the fact that a person 
reacts abnormally to great height. A great deal of 
the always-fascinating paper deals with definitions 
of the concept of mental health in forensic psy- 
chiatry from the medical and from the legal points 
of view. There are many good remarks about the 
possibility of reforms of legal aspects regarding 
the responsibility and the irresponsibility of border- 
line cases. John is vehemently against the use of 
narcoanalysis as a help in certain cases of criminals. 
He refuses its application from a psychiatric, a legal, 
and a universal ethical point of view. He closes his 
book with words said long ago by Wagner von 
Jauregg: Brain-injured persons must be treated and 
must be watched so that they cannot become harm- 
ful to the commonwealth. Doing this sort of pre- 
ventive medicine helps not only the brain-injured 
person but also society. 
Mayer, M.D., 
New York, City. 


FounpDATIONS OF NEuROPSYCHIATRY. Fifth edition. 
By Stanley Cobb, A. B., M. D. (Baltimore: 
The Williams and Wilkins Co., 1952. Price: 
$3.00) 


The history of this book is an index of its value 
and the place it holds in medical education and medi- 
cal practice. It began in 1936 as “A Preface to Nerv- 
ous Disease.” In the present considerably enlarged 
and thoroughly revised fifth edition it is still, as the 
author states, a preface; but he who masters this 
preface will have a competent introduction to neu- 
rology and psychiatry. The book has purposely been 
kept small (278 pages of text) “to give to practi- 
tioners and students of medicine the facts and corre- 
lations needed to understand the simpler workings 
of the central nervous system.” It is a logical limi- 
tation for as the author adds, “little more than these 
simple mechanisms is thoroughly understood, and 
even some of these are still controversial.” The pur- 
pose then is to present “a brief, concurrent anatomy, 
physiology, and pathology leading up to a descrip- 
tion of the principal disease entities.” 
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There are 14 chapters and all save one—the 5-page 
chapter on the cerebrospinal fluid—have undergone 
substantial revision. The pattern is set at the begin- 
ning with concise and simplified definitions of neu- 
rology, neuropathology, psychology, and psychiatry 
and the premise that “for the student to understand 
any one of these subjects he must have a working 
knowledge of all four.” Concerning the last of these 
4 subjects the author honestly states, “The psychia- 
trist knows much about what occurs in abnormal 
minds, but little about how and why it occurs.” And 
again, epigrammatically, “Psychiatry is the oldest 
of the medical arts but the youngest of the medical 
sciences.” 

This book begins, as any good psychiatric text 
should begin, at the beginning; #.e., with anatomy 
and physiology and the interrelationships and func- 
tions of the various parts of the central nervous 
system. Coming to the cerebral cortex Cobb sums 
up the present status of the localization question and 
indicates the specifically human qualities of the pre- 
Rolandic area which controls “the skilled, special 
‘voluntary’ movements of a man [of the fingers, lips, 
tongue, etc., and which] cannot be studied in other 
mammals.” 

If the Sphinx had wished to be still more inscruta- 
ble she might have asked, “What is consciousness ?” 
The author discusses the question but knows that 
the ultimate answer is not within reach. He points 
out that consciousness is a relative matter, not all or 
none, but more or less; and these varying degrees 
of awareness of environment and self are associated 
“with the cortex and the reverberating thalamocor- 
tical circuits.” 

The ancient, still current, and misleading dichot- 
omies “functional-organic,” “physical-mental,” are 
purely arbitrary, the author shows, and indicate only 
“the point to which technology has advanced .. . 
what kind of a ‘scope,’ ‘graph,’ or ‘meter’ is used by 
the observer.” 

The fundamental nature of the “Foundations” is 
gratifyingly evident in the space (73 pages) allotted 
to neuropathology. Here the common morbid 
changes both in peripheral nerves and in brain tis- 
sue are passed in review. The pathological condi- 
tions associated with trauma, neurosyphilis, menin- 
gitis, encephalitis, vascular disease, tumors, the 
aging process, mental deficiency, and familial nerv- 
ous diseases are all specifically dealt with. 

A separate chapter is devoted to epilepsy. An- 
other, of special importance, sets forth some of the 
psychological concepts that are or should be of 
particular interest to all medical men. But before 
the multitudinous workers in the broad field of the 
mental sciences can hope to cooperate or even com- 
municate satisfactorily with medicine in general they 
should be able to present a reasonably united front. 
One of the best of many good things Dr. Cobb says 
in this book is contained in a paragraph on page 233 
in which he exposes and castigates the mutual in- 
tolerance displayed by various groups of workers in 
special fields. He concludes appositely: “These 
whorls of tempestuous tea-leaves in the boiling pot 
of psychology should be something for the psycholo- 
gists themselves to study. Luckily,” he adds, “the 


brew is not all bitter, and gradually more psycholo- 
gists of different sorts do sit down together and 
mutually benefit.” 

In chapter 14 the author reviews “the principal 
types of pathological behavior likely to be seen by 
the average physician.” The ideal classification 
based on etiology is not yet. However, syndromes 
may be grouped under 4 general headings: (1) he- 
reditary (genogenic), (2) neuropathological (histo- 
genic), (3) chemical (chemogenic), (4) psycho- 
pathological (psychogenic). The author emphasizes 
the desirability of avoiding the “unwarranted and 
misleading” generalizations that are still so regularly 
repeated of dividing psychiatric disorders into “psy- 
chotic or neurotic” as well as into “organic or func- 
tional.” The bad habit of using these terms as if 
they stood for conditions more or less mutually 
exclusive should be abandoned. 

While there are inevitably individual variations 
from patient to patient, morbid reactions do fall for 
the most part into a few general syndromes—psy- 
choneurotic disorders, schizo-affective reactions, 
psychosomatic reactions, chemogenic and histogenic 
disorders, etc.—and these the author concisely de- 
scribes. The technical methods of the specialist, 
laboratory procedures, psychological tests, and prob- 
lems of treatment do not fall within the scope of 
this book. It is a condensed but thoroughly compre- 
hensive, rigidly scientific introduction to neuropsy- 
chiatry. As such it is the most useful text that can 
be recommended. 

C. B. F. 


CuitpHoop AND Society. By Erik H. Erikson. 
(New York: W.W. Norton and Co., 1950. 
Price: $4.00.) 

This author has the rare ability to translate the 
complexities of psychoanalytic thinking as related 
to childhood into everyday language without water- 
ing it down. This is enhanced by incorporating in- 
sights he has gained through his work in growth 
and development, anthropology, and clinical contacts 
with children. He presents a happy wedding of 
physical and emotional growth and development, 
which in turn is applied in practical terms to the 
understanding of cultural phenomena. 

The book is divided into 4 parts: the first deals 
with the biological basis of psychoanalytic theory; 
the second part concerns the rearing, education, and 
developing of cultural patterns in children raised in 
divergent forms of society ; the third presents forms 
of ego functioning and pathology, including dis- 
cussions on the role of play in childhood ; the fourth 
applies some of this composite thinking to consid- 
erations of American cultural patterns including 
folklore and German and Russian identities through 
what is known of Hitler’s and Gorky’s youth. 

It is felt that Erikson’s greatest contribution here 
is the clarity and enrichment he brings to funda- 
mental problems of personality growth. There is a 
looseness and tendency to philosophize and gener- 
alize in the second and fourth parts of the book. 
He concludes, however, with a tighter discussion 
on “The Fear of Anxiety,” in which some of our 
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current patterns of functioning as a society are ex- 
amined, offering signposts as to the directions in 
which our basic intolerances, fears, and anxieties 
are taking us, and what they might indicate in terms 
of social health. 

For the very many who enjoyed the Mid-Century 
White House Conference fact-finding reports to 
which Erikson contributed liberally, this book will 
provide a profitable filling in of the outlines pre- 
sented there. It is considered a worth-while addition 
for the bookshelves of workers in every social field 
involving children, especially those workers who 
appreciate relatively nontechnical language. 

RecInatp S. Lourie, M. D., 
Washington, D. C. 


PropLeEMS OF INFANCY AND CHILDHOOD: Trans- 
actions of the Fourth Conference ; Supplement : 
Symposium on the Healthy Personality; 
Supplement: Family Centered Maternity and 
Infant Care. Edited by Milton J. E. Senn. 
(New York: Josiah Macy, Jr. Foundation, 
1951.) 


These 3 interesting books comprise the work of 
the Committee on Infancy and Childhood, supported 
by the Josiah Macy, Jr. Foundation in its fourth 
year of work to encourage a “re-integration of 
science, now artificially fragmented by the isolation 
of the several scientific disciplines and specialties” — 
in this particular instance those disciplines con- 
cerned with and about infancy and childhood. The 
work of the committee during this year (1950) was 
directed toward assistance in preparation for the 
Mid-Century White House Conference and the 
realization of its objectives by delineating what is 
known about healthy personality development in 
children and what can be done in assuring the rear- 
ing of a sound emotionally healthy younger 
generation. 

The first volume, “Problems of Infancy and 
Childhood,” presents 3 papers: (1) “Cultural De- 
termination of Parental Attitudes: The Relation- 
ship between Social Structure, Particularly Family 
Structure, and Parental Behavior” by George Mur- 
doch and John W. M. Whiting (anthropologists), 
(2) “A Consideration of Some Problems in the 
Ontogeny of Family Life and Social Adjustment in 
Various Infra-Human Animals” by T. C. Schneirla, 
and (3) “Working toward Healthy Personality” 
by Laurence K. Frank. While the latter paper 
seemed to relate more particularly to the theme of 
the White House Conference, the other papers did 
point out significantly the important contributions 
anthropology and animal psychology can make in 
understanding human behavior. 

In the second volume, “Symposium on the Healthy 
Personality,” 3 papers, (1) “Growth and Crises in 
Healthy Personality” by Erik H. Erikson, (2) 
“Constitutional and Prenatal Factors in Infancy and 
Child Health” by M. F. Ashley Montagu, and (3) 
“Toward a Social Psychology of Mental Health” 
by Marie Jahoda, provided excellent material for a 
lively interchange of ideas of the participants. 

The supplement, “Family Centered Maternity 


and Infant Care,” is a short but lucid discussion of 
the “rooming in” plan in the modern maternity 
hospital setting, its definition, objectives, and initial 
observations ; included also is a brief outline of the 
chronological development of the “rooming in” plan 
from 1941 to 1950 together with an excellent bibli- 
ography and a section on questions for further re- 
search in this area. 

The conference sessions operated in the same man- 
ner as the previous ones, namely, presentation of a 
basic paper by one of the group, followed by free 
discussion. The reporting of the discussions is pro- 
vocative and interesting. To this reviewer the dis- 
cussions seemed to reflect a developing skill among 
the members of the committee in working together 
more smoothly and efficiently. In this sense it is 
an excellent demonstration of how the “group 
process” can function in clarifying issues and arriv- 
ing at basic conclusions. 

These 3 volumes can be highly recommended to 
everyone interested in the problems of infancy and 
childhood. 

Reynowp A. Jensen, M.D., 
Departments of Pediatrics and Psychiatry, 
University of Minnesota. 


PATHOLOGICAL FrRESETTING (PyroMANtA). By 
Nolan D. C. Lewis and Helen Yarnell. (New 
York: Nervous and Mental Disease Mono- 
graphs, 1951.) 

This is a study of pathological firesetting or 
pyromania. It is based primarily on an examination 
of cases from the files of the National Board of 
Fire Underwriters. From 2,000 case records, the 
authors selected 1,145 cases of males 16 years of 
age or older, together with 238 cases of juveniles. 
In the latter group, 18 were girls under 16. In the 
whole series, the incidence of firesetting by females 
is comparatively slight. The study is further sup- 
plemented by one detailed case study derived from 
another source, and by several accessory sources. 
The review of the rather limited literature on in- 
cendiarism discloses the interesting fact that little 
of such literature is of recent origin. The study 
was sponsored jointly by Columbia University and 
the National Board of Fire Underwriters. It is 
always heartening to note the sponsorship of medical 
research by nonmedical organizations. 

The authors apply the label of pyromania “to any 
individual manifesting a pathological desire to set 
fires... .” It is not a specific psychiatric entity. 
It has been used in both legal and medical writing. 
All parties agree that incendiarism for profit 
(arson) is not included. That is not pathological. 
But what is? An attempt has been made “to classify 
under pyromania only those firesetters who are un- 
able to offer a sensible motive for the arson.” The 
inclusion of the word sensible raises an issue, be- 
cause a certain proportion of firesetters offer rea- 
sons that to them appear sensible, such as desires 
for revenge, attempted suicide, jealousy, etc. Ob- 
viously, many of the proffered reasons were “second- 
ary rationalizations.” There were 688 male adults 
“who said they set their fires for no practical reason 
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and received no material profit from the act, their 
only motive being to obtain some sort of sensual 
satisfaction.” Of that group, 241 were able to ex- 
plain to some extent how they gained satisfaction 
from setting a fire, such as by appearing as hero 
assistants to firemen, etc., but there were 447 who 
could not even offer a rationalization for having 
performed such a destructive and dangerous act. 
This is an interesting and valuable contribution 
to the literature of psychiatry. It is exceptionally 
well written and could serve as a model of lucidity 
and forthright presentation. The authors started 
without preconceptions and simply did their best to 
derive some conclusions from available data. They 
noted that a question could be raised as to the 
adequacy of the individual case records from which 
their conclusions emerged. However, it appears 
that they have presented their conclusions and 
generalities with adequate qualifications. It would 
have been of interest to have had a few samples 
of some of the original case records. There is need 
for further studies of a similar sort in connection 
with other social problems. This book should be in 
the possession not only of psychiatrists but of law- 
yers, judges, and any other individuals who have 
an interest in asocial aggressive behavior. 
Harry L. Kozor, M. D., 
Boston, Mass. 


TRENDS IN PsycHo-ANALysIs. By Marjorie Brier- 
ley. (London: Hogarth Press and the In- 
stitute of Psychoanalysis, 1951. Price: 21s. net.) 


The contributions of Marjorie Brierley to psy- 
choanalysis, which have appeared largely as articles 
in the International Journal of Psychoanalysis, 
have been distinguished by rare scholarship, care 
in composition, and quiet contemplation, which 
have won for her the attention of discriminating 
readers in this specialty. The present book is an 
elaboration of these papers now arranged and uni- 
fied to present a survey and critique of psychoan- 
alytic trends, especially in regard to theory. 

The general psychiatrist will probably be most 
attracted by the first chapter, which is a skillful 
and authentic survey of Freud’s theories to 1934. 
In Chapter III the author presents an exposition of 
the theories of Melanie Klein concerning the men- 
tal operations in very early infancy and their effect 
upon psychic development. The author is sympa- 
thetically inclined but not entirely uncritical of the 
work of Klein, who has established a considerable 
following in Britain but little support in this country. 
Here the present trend in therapeutic psychoanalysis 
tends to current conflict rather than the infantile 
origin of determinate characteristics. In the last 
chapter of the book, a long one, the author indulges 
in less abstruse discussion and considers questions 
of integrated living from psychoanalytic conceptions 
and has an especially interesting subsection on moral 
and ethical values. 

Because of the preponderance of the discussion, 
metapsychological and controversial in theory, the 
book will appeal particularly, perhaps almost ex- 
clusively, to psychoanalysts interested in the abstract 


and philosophical components of Freud’s theories 
as they have been extended and modified. 
Cc. P.O. 


THe Homosexvat 1n America. By Donald Web- 
ster Cory. (New York: Greenberg, 1951. 
Price : $4.00.) 


In this work Mr. Cory succeeds in presenting 
rather vividly the homosexual world and many of 
the problems that confront those who compose it. 
From his viewpoint, that of a self-acknowledged 
homosexual, he shows us gay bars, lets us hear the 
argot or double talk of groups who gather to ex- 
press openly their aberrant attitudes. He takes us to 
the drag where men dress elaborately in women’s 
clothes to elicit the erotic admiration of other men 
immune to the appeal of actual women, whom these 
queens seek, in a sort of emotional complexity and 
frustration more profound than the immediate im- 
pression it gives of deliberate perverseness. 

The author makes a serious and intelligent plea 
for modification in our harsh laws against sexual 
deviation. ° He successfully and vividly portrays 
the unhappy state of the homosexual who must al- 
most constantly mask his real inclinations and 
attitudes, who must day after day encounter the 
inevitable distaste of the great majority for these 
inclinations and attitudes. 

Mr. Cory argues for recognition of homosexuals 
as a respectable minority group who have con- 
tributed much that is valuable to society and who 
are no more prone than those with heterosexual 
inclinations to carry out antisocial acts. 

With much of this psychiatrists will no doubt 
agree. It seems unlikely that either punishment 
or derision can change the nature or direction of 
erotic drives in these people. So long as they do 
not confuse the immature by attempts at se- 
duction or indoctrination it is hard to produce 
valid reasons for society to censure them. This 
conclusion has apparently been prevalent for some 
time. Despite the severe legal penalties in our 
statutes against homosexuality such acts are rarely 
punished at all unless a child is concerned or physi- 
cal violence is used. 

It is a popular belief that homosexuals are un- 
scrupulous in their erotic quests and a source of 
danger to the immature. While statistical evidence 
is lacking to confirm or disprove this belief, it is 
unjust and unwarranted to assume that all, or 
nearly all, with inverted sexual inclinations lack 
ordinary scruples because some take advantage of 
children. There is, however, much in clinical ex- 
perience to suggest, though not to prove, a positive 
correlation between such inclinations and the ten- 
dency to initiate minors into a speciously glorified 
way of life. 

It is doubtful if many psychiatrists would feel 
justified in recommending the practicing homo- 
sexual as a scout-master. 

Few will deny that homosexuals have produced 
art and literature that the world greatly admires 
and that often their work in less spectacular 
fields deserves credit. Though Mr. Cory expresses 
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strong conviction and writes sincerely and very 
persuasively, the reviewer cannot agree with his 
contention that for homosexuals “Love Is a 
Wonderful Thing” (chapter title) or that they 
are likely to achieve among themselves an equiv- 
alent of happy and enduring love between man 
and woman. Though no one can prove that this is 
universal, clinical experience indicates that efforts 
to achieve love in such relations are regularly 
frustrated by infidelities and soured by a peculiar 
ambivalence. Much as we may admire the achieve- 
ments and character of homosexuals in other 
respects, it is difficult to become enthusiastic 
about the results of their mating, or attempts at 
mating. Here, in the reviewer’s opinion, Mr. 
Cory’s book is definitely misleading. 

It is, however, a well-written and an interest- 


ing book and a substantial contribution. Many of 


the points made are important and deserve a fair 
hearing. It is recommended as worth-while read- 
ing for physicians, social workers, educators, 
jurists, and for any thoughtful adult. 
Hervey Cuiecktey, M.D., 
Augusta, Ga. 


SoctaL BEHAVIOR AND PERSONALITY: Contribu- 
tions of W. I. Thomas to Theory and Social 
Research. Edited by Edmund H. Volkart. 
(New York: Social Science Research Coun- 
cil, 1951. Price: $3.00.) 


Social Behavior and Personality is a book of 
selected readings of the works of W. I. Thomas 
together with a preliminary essay and interpre- 
tative sections by the editor, Edmund Volkart of 
Harvard University. This volume performs the 
useful task of acquainting a new generation of 
social scientists with materials that are out of 
print, unpublished, or difficult to obtain and succeeds 
within the limitations imposed by a single volume 
in conveying some conception of Thomas’ consid- 
erable contributions to social science. 

Volkart has performed his editorial task admir- 
ably. His introductory chapter is a penetrating and 
systematic summation of Thomas’ work, and his 
introductions to separate sections, explanatory pas- 
sages, and footnote references are instructive with- 
out being obtrusive. Moreover, the editor’s deci- 
sion to avoid a conventional chronological 
arrangement and to employ instead a topical or- 
ganization in which the Thomas selections are sub- 
sumed under “Social Science and Social Behavior,” 
“Social Behavior and Personal Dynamics,” “Social 
Behavior and Culture Dynamics,” and “Personality 
and Culture” lends greater meaning and coherence 
to the presentation. 

There is a sense in which Thomas may be said 
to have been the founder of American sociology. 
The Polish Peasant was the first large-scale attempt 
to derive social generalizations about contemporary 
groups from the rigorous analysis of empirically 
derived evidence. Thomas later acknowledged that 
his attempt to posit social laws was premature and 
urged quantiZative procedures should be uti- 
lized to supplement the behavior record; but the 


specific weaknesses of the Polish Peasant should not 
obscure the fact that this work established a scien- 
tific procedural principle, now happily an officially 
held cliché, that theory and data are inextricably 
related and that each is reciprocally dependent upon 
the other. In this respect Thomas was superior to 
the data-less systematizers and the theory-less data 
collectors who both preceded and followed him. 

Thomas’ continuous reference to empirically es- 
tablished evidence produced that “eclecticism” of 
which he is sometimes accused. He was not at all 
concerned with constructing systematic theory and 
he was quite willing to borrow concepts and 
methods from other thinkers and other disci- 
plines when they proved useful in his research. 
His work reflects wide erudition and multiple in- 
fluences; he can be cited to give comfort alter- 
nately to Durkheimians, Sumnerians, Freudians, 
Alderians, Marxists, Liberals, Gestaltists, Behav- 
iorists, etc. This merely demonstrates that when 
social phenomena are approached dispassionately 
in a spirit of disinterested inquiry many intellectual 
systems will prove useful in providing limited ex- 
planations and none will succeed in supplying an- 
swers that are entirely adequate or all-inclusive. 

Concepts as employed by Thomas are tools of 
analysis and many of them are subject to opera- 
tional definition and measurement. “Social disor- 
ganization,” for example, as defined by Thomas is 
morally neutral and is capable of being measured by 
means of an attitude scale. Others of his concepts 
lend focus to research by suggesting the proper 
spheres of inquiry. There can be little doubt that 
the “definition of the situation” with its implicit re- 
jectioh of a naive cultural determinism and its in- 
sistence on studying the interaction of both “objec- 
tive” and “subjective” elements of behavior is a 
major theoretical contribution to sociology and the 
foundation of modern social psychology—witness 
the recent preoccupation among sociologists and 
social psychologists with reference group theory 
and selective social perception. 

Volkart writes in his introduction that “Thomas’ 
abiding concern was with the timeless problems of 
science as these are manifest in the realm of social 
behavior: the nature of the phenomena being stud- 
ied, their conceptualization, and the methods appro- 
priate to their analysis.” This book indicates how 
well Thomas succeeded. There are few volumes that 
offer so much unpretentious wisdom and instruction 
that despite the passage of time is of utmost re- 
levance for contemporary social science. 

Marvin Bresster, Px. D., 
Department of Sociology, 
University of Pennsylvania. 


PsyYCHOTHERAPY WITH SCHIZOPHRENICS: A sym- 
posium. Edited by Eugene B. Brody and Fred- 
rick C. Redlich. Introduction by Robert P. 
Knight. (New York: International Univer- 
sity Press, 1952. Price $4.00.) 

The core of this symposium consists of 5 original 
papers on psychotherapy of schizophrenia, by Frieda 
Fromm-Reichmann, Kurt R. Eissler, Ruth W. 
Lidz and Theodore Lidz, Milton Wexler, and 
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Jerome D. Frank. Robert P. Knight sets a broad 
and stimulating frame of reference with his intro- 
duction; Redlich supplies as backdrop a learned, 
informative, and well-condensed review of the past 
and current literature on the varying and conflicting 
concepts of schizophrenia while Brody does the 
same for the treatment of schizophrenia. Three of 
the 5 original papers are commented upon by 2 
discussants each, who often contribute valuable 
thoughts of their own. 

Fromm-Reichmann presents an excellent conden- 
sation of her own pioneering work on the subject 
of the doctor-patient relationship in schizophrenia. 
She describes her own method as an analysis proper, 
concerned with basic changes, and John Rosen’s as 
being (admittedly) only concerned with the pa- 
tient’s emergence from the frankly psychotic state 
(after which he is usually to be turned over to an- 
other analyst for treatment of the basic schizoid 
character). She also characterizes Federn’s work 
as sceptic of “cure” and calculated to produce only 
superficial remissions, since he advised that a posi- 
tive transference situation be maintained. 

The difference in procedure between Federn and 
Fromm-Reichmann might well have been predicated 
on the fact that Fromm-Reichmann’s work is done 
practically exclusively intramurally where the hos- 
pital supplies a certain amount of restraint and con- 
tinuity, while Federn saw patients exclusively in 
his private practice where much of the effort had to 
be expended on avoiding crisis and “to keep the 
patient coming.” J. Arlow, in his discussion of 
Fromm-Reichmann’s paper, touches on that differ- 
ence and stresses the development of ego psychology 
and analysis of the defenses in neurotics and psy- 
chotics. D. Wright enlarges on the role of the ther- 
apist, both reviewers agreeing with Fromm-Reich- 
mann on an unfalsified professional relationship to 
the patient (she had criticized Wexler’s and 
Sechehaye’s approach of “being friends” with the 
patient). 

Eissler also clearly differentiates between frank 
schizophrenic states and “mute” ones (usually 
called latent). He believes that any number of non- 
specific approaches may help the patient out of the 
frank state (particularly if acute) and assigns 
Federn’s and Rosen’s work to this area. He speaks 
of some of his own work with the acute phase in 
the army and with unusual candor states as a pre- 
condition for success that the therapist strongly 
and willingly identify with the patient, by means of 
a rescue fantasy. 

Lidz and Lidz discuss therapy with certain bor- 
derline and latent schizophrenics in whom they be- 
lieve the main disorder to be the failure of a clear 
establishment of ego boundaries toward the mother : 
the development of such patients shows a close sym- 
biosis (usually) with a mother who insisted on 
keeping the child but an appendage. The patient’s 
aim is to reestablish such a relationship where the 
other person is not only important to him but also 
vice versa. The authors discuss the problems of 
therapeutic manipulation predicated upon this dy- 
namic picture. 

Wexler presents especially the viewpoint that if 
psychoses are the result of inability to repress 


drives, one therapeutic approach may consist of 
agreeing with and strengthening the patient’s super- 
ego—the therapist becoming an auxiliary superego, 
which helps to control the patient’s disturbing im- 
pulses. R. Bak, in a most penetrating discussion, 
throws serious doubt on Wexler’s basic hypothesis, 
while Eidelberg contributes some scepticism from 
his own analytic experiences. 

J. Frank preserits the procedure and achievements 
of group therapy, discussing the ward as a group 
and stressing the value of utilizing the interpersonal 
relations within that group for constructive pur- 
poses. Undoubtedly, group therapy belongs to the 
procedures that Fromm-Reichmann and Eissler con- 
sider useful for emergence from the frank psychotic 
state rather than the procedures concerned with a 
metapsychologic change of the basic personality dis- 
order. Dr. Semrad, in discussing Frank’s paper, 
draws on a rich experience with schizophrenic 
groups. Dr. Kubie, in discussion, limits himself to 
a few searching questions and a closing of the sym- 
posium. He particularly raises the interesting 
question of communication from primary process to 
primary process (from one psychotic to another) 
and draws on some experimental literature on hyp- 
nosis for comparisons. 

Most importantly, Kubie stresses the lack of a 
sufficiently clearcut working hypothesis in all the 
therapies, and a lack of clear derivation of thera- 
peutic procedures from these hypotheses. The re- 
viewer must agree with him, though not only for 
this symposium but the field generally. Specifi- 
cally, the excellent contributions in this volume 
should not be seen by either authors or readers as 
mutually exclusive procedures or in competition 
with each other. Schizophrenics differ greatly from 
each other. If schizophrenia involves a breakdown 
of the ego under the impact of too much id drive 
or too severe or too weak (or best an unintegrate) 
superego or because of poor autonomous functions 
of the ego (including possible organic etiological 
factors) it should be possible to appraise a patient 
dynamically at the beginning of therapy and select 
the best approach: should this be symptomatic 
therapy designed to get the patient out of the frank 
psychotic stage or help prevent an acute break, or 
should it be real analysis? Will Wexler’s approach 
of strengthening the repressing capacity of the su- 
perego be the most advantageous or should Rosen’s 
method of direct interpretation be used, or a symbi- 
otic relationship encouraged at first to be followed 
by interpretive work? 

In short, we psychiatrists could profit again from 
the experimentor’s approach who insists on first ex- 
plicitly stating his hypothesis and then running 
his experiment to see if his hypothesis holds up. 
One schizophrenic differs enough from another to 
necessitate an approach varied according to the 
specific constellation at the start and at later points, 
and accordingly the more clearly planned our ap- 
proach is, from the start, the better our results will 


In all, this volume constitutes a challenging, 
thought-provoking, and instructive experience. 
Leorotp M.D., 
New York, N. Y. 
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IN MEMORIAM 


CLARENCE H. BELLINGER, M. D., 
1887-1952 


On August 12, 1952, Dr. Clarence H. 
Bellinger, the Director of the Brooklyn State 
Hospital, and one of the most colorful figures 
in the field of state hospital administration, 
passed away. Dr. Bellinger had served the 
New York State Department of Mental 
Hygiene for 42 years and had headed the 
Brooklyn State Hospital since 1935. 

Dr. Bellinger was born in Lebanon, N. Y., 
February 12, 1887, and received his medical 
degree at Syracuse University in 1910. That 
same year he entered the field of hospital 
psychiatry at St. Lawrence State Hospital 
and later transferred as junior assistant 
physician to the Binghamton State Hospital. 
In 1926 he was appointed director of clinical 
psychiatry at Utica State Hospital. During 
the years 1934 and 1935 he acted as medi- 
cal inspector for the State Department of 
Mental Hygiene and then was appointed 
Director of the Brooklyn State Hospital. 

Dr. Bellinger was a very aggressive man 
who utilized this characteristic for the ad- 
vantage of his hospital, the community, and 
mental hygiene in general. He was inspired 
by an intense drive to give the best possible 
service to his patients. It mattered little to 
him how he produced this better care so long 
as it was accomplished. Because of his 
brusque, forceful methods, he made a few 
enemies but many friends. For those who 
knew him realized that he was always lool“1g 
for better methods to care for the menti - 
sick. Although basically an administrator and 
not having in himself a keen scientific bent, he 
encouraged and gathered about him men 
with scientific interest. He was among the 
first to use shock treatment and to employ 
lobotomy operations on a large scale. He was 
an eclectic in the field of psychiatry and yet 
he encouraged his residents in the field of 
psychoanalysis. Every avenue of treatment 
that might benefit the patient was promoted 
by him, even to the point of going along with 
farfetched experimental work. He adopted 
the philosophy that everything was worth a 


trial as long as it was safe and would do 
the patient no harm. He allowed his staff to 
devote most of their time to the scientific 
approach and intensive treatment, for he felt 
that he himself could carry on the whole ad- 
ministrative burden of the hospital. And this 
he did, to a large extent, and probably, as 
much as anything, this unremitting applica- 
tion to duty was the cause of his untimely 
death. All of his time was devoted to the 
hospital and its problems. He had no hobbies, 
no other interests, and nothing to occupy his 
mind except the mentally ill and the emo- 
tional problems of the community. 
When Dr. Bellinger came to Brooklyn 
State Hospital, it was a relatively small hos- 
pital, housing about 1,200 patients, and there 
was standing on the grounds an unoccupied 
multistory building that had been completed 
for many months but remained idle because 
of the lack of proper equipment. By the dint 
of his own efforts and the enlistment of local 
and state aid, he had that building completely 
occupied by patients within a matter of 
months. During the depression years he 
made extensive use of W. P. A. and P. W. A. 
funds to build an assembly hall, a gymnasium, 
a bakery, extensions to the storehouse, shops, 
and laundry, and the roads and sidewalks of 
the institution were completely rebuilt. 
Perhaps the greatest contribution that Dr. 
Bellinger made to the field of hospital psy- 
chiatry was the encouragement he gave to 
voluntary groups. He was among the first to 
make the Gray Ladies a part of the hospital 
program ; to encourage the formation of a 
mental hospital guild and to bring various 
organizations, such as the Veterans Group, 
Gold Star Mothers, and religious organiza- 
tions, into the ancillary programs. Single- 
handedly, he opened independent clinics for 
the treatment of the emotionally disturbed, 
who could not afford private care, and staffed 
one clinic with psychiatrists from his own 
hospital. This was conducted in the evening 
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hours so making it available to the men 
and women of Brooklyn who worked during 
the day. He also opened mental hospital 
clinics in the poorer sections of the city; 
helped in the formation of child guidance 
clinics ; and provided a forum at the hospital 


for the general education of the public on 
psychiatric matters. 

He was a unique person and his death is a 
distinct loss to the field of hospital adminis- 
tration, and to his many friends. 

C. F. Terrence, M. D. 
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@ READY NEXT MONTH ... & new two-volume work 


with 53 distinguished contributors 


Contributions toward 
MEDICAL PSYCHOLOGY 


A CAREFULLY PLANNED GROUP of forty-nine signifi- 
cant professional contributions by outstanding authorities 
in the field of medical psychology. These studies, many 
written especially for this book, bring out clearly the in- 
creasingly important role of psychology in the diagnosis 
of bodily, mental, and psychosomatic disorders. 


The book explores the contributions of psychological 
theory to medicine, explains the mind-body relationship 
in psychosomatic illness, and describes more than thirty 
of the most valuable psychodiagnostic tests. It brings 
together, for the first time, the salient features of general, 
child, developmental, personality, social, and cultural psy- 
chology, and of psychosomatic relations. 


For psychiatrists, doctors, clinical psychologists, and 
allied professional workers. 


Two volumes: 845 pages, 101 illus., 20 tables, $12 


@ VOLUME I 


PSYCHOLOGY AND MEDICINE. Profession of Psychology as 
Seen by a Doctor of Medicine. Psychological Aspects of Medi- 
cine. SOME ASPECTS OF PSYCHOLOGY. Theoretical schools 
of Psychology. Human Infancy and the Embryology of Be- 
havior. Needs and Drives of Organisms. Determinants and 
Components of Personality. What Is Normal Behavior? 
PSYCHOSOMATIC RELATIONSHIPS. Concept of a Psychoso- 
matic Affection. Guide to Interviewing and Clinical Person- 
ality Study. Technique of Interviewing a Patient with Psy- 
chosomatic Disorder. General Adaptation Syndrome in Its 
Relationships to Neurology, Psychology, and Psychopathology. 
Psychosomatic Aspects of Childhood. Life Situations, Emo- 
tions, and Gastric Function—a Summary. Life Stress and 
Bodily Disease. Concept of Culture and the Psychosomatic 
Approach. Personality and Chronic Illness. Psychosurgery. 
= abilitation and Convalescence—the Third Phase of Medical 
are. 


@ VOLUME II 


PSYCHODIAGNOSTIC METHODS AND MEDICAL PRACTICE. 
Concepts of Psychodiagnostic Tests. Developmental Proced- 
ures: Gesell Developmental Schedules; Vineland Social Ma- 
turity Scale. Tests of Intelligence: Infant Intelligence Scale; 
1937 Stanford-Binet Scales; Wechsler Intelligence Scale for 
Children; Wechsler-Bellevue Intelligence Scale for Adolescents 
and Adults. Tests of Personality—(1) Questionnaires: Minne- 
sota Multiphasic Personality Inventory; Cornell Medical Index- 
Health Questionnaire. (2) Word Techniques: Word Associa- 
tion Test; Rotter Incomplete Sentences Blank. (3) Rorschach 
Techniques: Rorschach Test; Inspection Rorschach; Group 
Rorschach; Multiple Choice Rorschach. (4) Picture and Draw- 
ing Techniques: Thematic Apperception Test; Rosensweig 
Picture-Frustration Study; Revised Bender Visual-Motor Ge- 
stalt Test; House-Tree-Person Drawing Technique. Tests of 
Abstract and Concrete Conception: Tests of Abstract and 
Concrete Behavior; Concept Formation Test. Tests of Intel- 
lectual Impairment: Measuring the _ Efficiency Variable; 
Shipley-Institute of Living Scale for Measuring Intellectual 
Impairment; Wechsler Memory Scale; Hunt-Minnesota Test 
for Organic Brain Damage; Examining for Aphasia and Re- 
lated Disturbances. Other Psychometric Instruments: Wide 
Range Achievement Tests; Kuder Preference Record. Voca- 
tional Interest Test for Men and Women; Medical College Ad- 
mission Test. Psychodiagnostic Methods at Work—The Case 
of Gregor. 
Send your order to 
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MODERN NEUROLOGY 
requires dependable diagnosis 


MEDCRAFT Model D 
Electroencephalograph 


Requires no shielded rooms 
All components plug into position 
No B batteries 


Write for specifications and prices 


REAR VIEW — Showing 
accessibility of components 


Representatives in principal cities 


MEDCRAFT ELECTRONIC CORP. 


Model B-24 

Shock Therapy Unit 
Glissando Control — adjustable 
timing and voltage — 

light weight and rugged. aes. 
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New Book! 


OFFICE 
PSYCHIATRY 


Management of the Emotionally 
and Mentally Disturbed Patient 


by 


LOUIS G. MOENCH, M.D. 


Assistant Clinical Professor of Medicine and of 
Psychiatry, University of Utah School of Medicine 


You as a specialist, will certainly wish to be familiar 
with this new book’s approach and content. Should 
you be engaged in teaching, we believe you will find 
Dr. Moench’s manual worthy of recommendation to 
both graduate or undergraduate students. 


The principal theme is the patient and his problems 
growing out of emotional anxiety or mental conflict. 
The art of interviewing, tests and therapy within 
the limits of the practitioner are well stated in ade- 
quate detail. 


Dr. Moench has taken great pains to achieve clarity 
and easy flow of reading. Technical terminology has 
been avoided as much as possible. 

Especially noteworthy is the emphasis on patient- 
physician relationship; also the 81 uniquely in- 
teresting and graphic line illustrations. 310 pages; 
81 illustrations. $6.00, postpaid 


ORDER FORM 


THE YEAR BOOK PUBLISHERS, INC. 
200 E. Illinois St., Chicago 11, Illinois 


Please send the following book, postpaid book mail, 
for 10 days’ free examination. 


[_] Office Psychiatry 


Also send 1952 Year Book of Neurology & Psychi- 
atry, $6.00—Ready in Feb. 


Name.... 


Zone.... 
PSY 12-52 


A leading psychoanalyst disagrees with 
his colleagues on the role of psychiatry in 
the world today 


Prescription 


for Rebellion 


By ROBERT LINDNER 


author of Rebel Without Cause and 
Stone Walls and Men 


One of the most absorbing ideas to ap- 
pear in the field of behavior aad psychology 
in decades—a brilliant attack on the efforts 
of today's psychologists, psychiatrists and 
psychoanalysts to adjust their patients to 
a maladjusted society, efforts which can 
only lead to the emergence of a Mass-man. 


“Dr. Lindner compels every psychoanalyst 
to review and revise the concept of his 
activity.''—Theodor Reik 


to read this provocative . 


$3.50 at all bookstores 
RINEHART & COMPANY © New York 16 


AGAIN AVAILABLE 


ELECTRONARCOSIS INSTRUMENTS: 


One month’s free trial, carriage prepaid 


BIBLIOGRAPHY OF ELECTRONARCOSIS : 


172 articles (all that are known to us) 
146 authors and commentators 

66 articles abstracted 

18 countries represented 


The bibliography will be mailed upon letter- 
head request, without charge, to A. P. A. 
members doing shock therapy 


Electronicraft Company 


534 Douglas Building 
257 S. Spring Street 
Los Angeles 12, Calif. 


Phone: MA 1693 
Cable: Glissando 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


for Printing 
Satisfaction 


In this new four-acre plant—one of the most modern and completely equip phy 
in America—The Lord Baltimore Press produces a wide range of high qua 
printing and packaging requirements. 


Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
New York: Fuller Bldg., 595 Madison Ave. 


LOUISVILLE: Starks Bldg., 4th & Walnut St. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
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CHILD PSYCHOTHERAPY s.r. stavson 


In this book, Mr. Slavson, author of Analytic Group Psychotherapy, thoroughly 
studies the basic organic, psychological, and social needs and drives of the growing 
child. Special emphasis is given to the pathogenic factors inherent in family and 
extra-familial groups, with detailed results of inadequacies in these groups. The 
clinical implications and derivative categories are outlined and specific therapies 
suggested. Psychotherapy and guidance of parents is also discussed. $4.50 


Columbia University Press 
Publisher’s of The Columbia Encyclopedia 


2960 Broadway New York 27, N. Y. 


For children from five to twelve, of average or superior 
intelligence, with emotional and behavior problems: 


THE SOUTHARD SCHOOL 
of 
The Menninger Foundation 
Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director (Topeka, Kansas, Telephone 3-6494 


COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 
PHILIP J. CUNNANE, M. D. Medical Director 


Director 
HELEN RISLOW BURNS, M.D. 
Assistant Medical Director 


Established in 1915 
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DIRECTORY OF PRIVATE MENTAL HOSPITALS, SANITARIUMS 
AND SCHOOLS 


The Brown Schools 


For Exceptional Children 


Six distinct units making satisfactory placements possible 
for boys and girls and young adults. 


Ideal winter climate affording happy healthful outdoor 
play and recreation almost every day of the year. 


@ Daily Neuropsychiatric supervision and guidance. 


Psychological Examination Speech 
@ Registered Nurses ® Music 
®@ Pre-vocational training ® Ranch for older boys 


@ Teachers with degrees ® Home for older girls 


@ All academic subjects ® Fireproof building 
@ Year round program @ Summer Camp 


PAUL L. WHITE, M.D., F.A.P.A., Medical Director 
M. D. HEATLY, M.D., F.A.C.S., Resident Physician 
JESSE VILLAREAL, Pu.D., Speech Pathologist 
JEAN GIESEY MIMS, M.A., Clinical Psychologist 


BERT P. BROWN, President 
Box 4008, Austin, Texas 
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The HAVEN SANITARIUM 


1850 PONTIAC ROAD : ROCHESTER, MICH. 
Telephone: 9441 
Leo H. Bartemeier, MD. A private hospital 25 miles north of Detroit for 
Hilbert H. DeLavter,M-D. the diagnosis and treatment of mental illness. 
Mr. Graham er  Psychoanalytically trained resident physicians. 


The LIVERMORE SANITARIUM 


LIVERMORE, CALIFORNIA 
SAN FRANCISCO OFFICE—450 SUTTER STREET 
For the Treatment of Nervous and Mental Diseases 


The Hydropathic Department, for nervous and general patients; the Cottage Department, 
for mental patients. Features: near Oakland and San Francisco; ideal climate; large beauti- 
ful grounds; hydrotherapy, athletic and occupational departments; clinical laboratory ; large 
trained nursing force. Rates include room, suitable diet, medical care, general nursing and 
routine examinations. Booklet on request. 


O. B. JENSEN, M.D., Superintendent and Medical Director 


FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 
OSCAR ROZETT, M.D., Medical Director Located 20 miles from New 
York Maintaining Homelike, 
: Private Surroundings with 
MISS MARY R. CLASS, R.N., Director of Nurses 
MR. T. P. PROUT, JR., President The Institutional Atmosphere 
Is Eliminated, Yet All of 
the Hospital Facilities Are 
ELECTRIC SHOCK THERAPY OCCUPATIONAL Available for Treatment a 
INSULIN THERAPY THERAPY aecemenain Problems in 
PSYCHOTHERAPY DIETETICS he 
PHYSIO AND HYDRO BASAL METABOLISM 
THERAPY CLINICAL LABORATORY ESTABLISHED 1902 


XIX 


| 
3 
— 
4 
| 
| A 
“a 4 
| Fey 
= 
“ 
a J &, 
EAS 
3 
if 
d 


An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 


Founded 1879 


RING SANATORIUM 


Eight miles from Boston at an 
Geo. 2131—Boston Office Be.-2-3911 elevation of 400 feet 


BALDPATE, INC. 


Georgetown, Mass. 


For the study, care and treatment of 
ere emotional, mental, personality and habit 
disorders. 


For the treatment of psychoneu- All recognized psychiatric therapies are 
roses, personality disorders, psychoses, used as indicated. 


alcoholism and drug addiction. Cottage accommodations meet varied in- 
dividual needs. Limited facilities for the 
Psychotherapy is the basis of treat- continued ae “y —. disorders 
; requiring medical, psychiatric, or neuro- 
ment; other methods such as shock logical supervision. 
therapy, malaria and fever box are Benjannw Scion, M.D. 
used when indicated. Director 


CuHarves E. Wuire, M.D. 
Louis Brenner, M.D. 

apist, diversions and outdoor activi- Kurt H. Gras, M. D. 

Associates 


Occupation under a trained ther- 


ties. 
Consultants in all Specialties 

; Arlington Heights, Francis W. Russell 

G. M. Scutomer, M.D., Medical Director Massachusetts Executive Secretary 

Telephone AR 5-0081 
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VALLEYHEAD 
HOSPITAL 


CONCORD, MASSACHUSETTS 


For the treatment of psychoneuroses, al- 
coholism, mild mental disorders, and 
chronic diseases. Pleasant pastoral set- 
ting near historic Concord. Accepted 
modern therapies used. Complete occu- 
pational and recreational facilities avail- 
able including outdoor swimming pool 
and tennis court. 


S. Gacnon, M.D., Superintendent 
B. Jossman, M.D. 
Director of Clinical Psychiatry 
Post Office Address—Box 151, 
Concord, Mass. 
Telephone—Concord, Mass. 1600 
Brochure Upon Request 


ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and recrea- 
tional activities directed by trained 


personnel. 


Owen C. Crark, M.D. 
Medical Director 


CuHarRLEs H. Feasier, M. D. 
Georce H. Lonroan, M.D. 


CATHERINE A. ROSENBERG, R. N. 
Director of Nurses 


WESTBROOK SANATORIUM 


ment procedures—electro shock, in- 

sulin, psychotherapy, occupational and 

recreational therapy—for nervous and 

mental disorders and problems of 
idicti 


Staff PAUL V. ANDERSON, M.D. 
President 

REX BLANKINSHIP, M_D. 
Medical Di 

JOHN R. SAUNDERS, M.D. 
Associate 

‘THOMAS F. COATES, M.D. 
Associate 


R. H. CRYTZER, Adeinistrator 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 
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THE HOMEWOOD SANITARIUM 


OF GUELPH, ONTARIO, LIMITED 
CANADA 


A private hospital situated 50 miles west of Toronto, fully equipped to pro- 
vide modern treatment for all types of psychiatric disorders, acute or chronic. 
Resident staff of experienced psychiatrists. Minimum rate (inclusive of 
medical attention) $70.00 per week. 


For further information apply to 
A. L. MacKINNON, M.B., MEDICAL SUPERINTENDENT 


The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
N.Y.C. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King Director of the Seguin School 
Catherine Allen Brett, M 


North Shore Health Resort 


on the shores of Lake Michigan 


WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S&., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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FOXHOLLOW-ON-HUDSON 
Rhinebeck, New York 
“Special School” 


Twenty-eight years ago I founded a special 
school known as The Spruces for the treatment, 
adjustment and training of so-called nervous and 
problem children. This school was an outgrowth 
of my experience in starting the Child Guidance 
Clinic Movement under the National Committee 
of Mental Hygiene, and the Commonwealth 
Fund. At that time an urgent need was felt for 
a school that provided understanding guidance, 
adjustment and training of youngsters who 
could not fit into the home and school environ- 
ment, but needed a special school. This school, 
over the years, has become a well organized 
unit. Some nine years ago, I purchased from 
Vincent Astor the Foxhollow estate, former 
home of his brother, John Jacob Astor, Jr., and 
moved our Spruces children to that place, chang- 
ing the name of the school to Foxhollow-on- 
Hudson. We now have a very fine environment 
on an estate of some six hundred acres, pro- 
viding for all the needs of youngsters of this 
type. 


STAATSBURG-ON-HupsoNn, NEw YorK 


For further information address V. V. ANpERsoN, M. D. 
THE ANDERSON SCHOOL 


THE ANDERSO] SCHOOL 
Staatsburg, New York 


Regents accredited college preparatory Senior 
and Junior High School, Elementary School, and 
two-year post graduate course 


The Anderson School had an entirely different 
origin, coming from psychiatric work in indus- 
try; not clinical work, but a study of personnel 
problems. More particularly, The Anderson 
School was an outgrowth of my work in select- 
ing, placing, and guiding in the training of 
college graduates who were taken on in execu- 
tive training for executive jobs. Here I was 
struck with the tremendous lot of failures 
amongst so-called educated young people. My 
work here showed the need for a broader con- 
cept of education, emphasis on educating the 
emotional life and the socialization of the indi- 
vidual, as well as his academic training; in 
short, personality education. This is just what 
The Anderson School does. The Anderson School 
is a good “prep” school, fully accredited by the 
Board of Regents; but it emphasizes a much 
wider concept of student training than is con- 
ceived of in present-day education—educating 
the student as a person. 


TELEPHONE: STAATSBURG 3571 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 


HIGH POINT 
HOSPITAL 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 


sultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. 


Chief Consultant in Psychotherapy 


RUTH FOX, M.D. 
Associate Consultant 


STEPHEN P. JEWETT, M.D. 
Chief Consultant in Clinical Psychiatry 


L. CLOVIS HIRNING, M.D. 
Associate Consultant 


Attending Psychotherapists: 


I. WM. BRILL, M.D. 

LEONARD FRANK, M.D. 
SYLVIA GENNIS, M.D. 
LEONARD GOLD, M.D., F.A.P.A. 


ANTHONY W. ESPOSITO, M.H.A. 
Hospital Administrator 


DANIEL GOLDSTEIN, M.D., F.A.P.A. 
STEPHEN KEMPSTER, M.D 

SIMON NAGLER, M.D. 

MERVYN SCHACHT, M.D. 


L. STYRT SCHACHT, M.A. MARY GANGEMI, R.N., Litt.M. 
Psychologist 


Directress of Nurses 
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HIGHLAND HOSPITAL, INC, tine 
Affiliated with Duke University 


A non-profit psychiatric institution, 
offering modern diagnostic and treat- 
ment procedures—insulin, electro- 
shock, psychotherapy, occupational 
and recreational therapy—for nerv- 
ous and mental disorders. 


The Hospital is located in a seventy- 
acre park, amid the scenic beauties 
of the Smoky Mountain Range of 
Western North Carolina, affording 
exceptional opportunity for physical 
and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic 
treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. 
Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D. 
Diplomate in Neurology and 
Psychiatry 
Associate Director 


HARWORTH HOSPITAL 


531 E. Grand Blvd., Detroit 7, Mich. Phone WA 37319 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL and ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Psychiatrist—Medical Director 


Separate buildings for nervous and emotional disorders. 


Registered with American Medical Association and American Hospital Association. 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


1270 AVENUE OF THE AMERICAS, Room 412 Date 
New York 20, New York 


Subscription $10.00 a year or by the Volume. Foreign Postage $1.00 extra (New Volume began 
July 1950) 
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HALL-BROOKE 


A modern psychiatric hospital ina 
non-institutional setting 


(Licensed by State of Connecticut) 


Dynamically-oriented 
psychotherapy 


Occupaticnel and Recreations 
therapy 


120 acre estate in Fairfield County 


Tactful segregation of psychotic, 
alcoho! and addiction cases and 
of psychoneurotic patients in 


separate buildings. 
Tasteful Colonial decor 


RATES 


Begin at $85 All private rooms 
Write or telephone for full information 


(Mrs.) Heme F. Jones-BERNARD, Administrator Gronce K. Paart, M.D., Medical Directur 
New York City Office: 133 East 58th Street : PLaza 5-2570 
Thursdays: 2-5 o'clock 


HALL-BROOKE — 


Greens Farms (Westport), Connecticut Phone: Westport 2-5105 
Only one hour from New York. Easily accessible from aay part of Connecticut. 
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MEDICAL STAFF 
OF PENNSYLVANIA, 
overt Devereux, M.D, 
Reth E. Duffy, M.D. 
Herbert Werskeritz, 4.0. 
deseph 3. Poters, 4.0. 
Catvin Sattiage, M.D. 

PSYCHOLOGICAL STAFF 
OF PENNSYLVANIA 


Witten Bretten, 
Michael 8. Dunn, A.M. 
Robert G. Ferguson, A.M. 
Edward French, Ph.D. 
Marguerite Horn, AM. 
John Kisiser, 
Kathryn Kramer 

Mary J. Pawling, A.M. 
Jack Shelley, M.Ed, 


PROFESSIONAL STAFF, | 


THE DEVEREUX 
RANCH SCHOOL, 
CALIFORNIA 


Charles 
Richard H. Lambert, 
Consulting Peychtatrist 
Consulting 


Robert L. 
Directer of the Raach Bohcal 

Thomas W. Jefferson, 
Peychol gist 


ACHIEVEMENT 


in Cultural Growth 
through Therapeutic Guidanes 


HE SPECIALLY TRAINED academic 


and psychiatric etaff of the Devereux 
Schools guides the cmctionally disturbed, 
psychically limited child towards broader 
horizons of achievement. As the child grows 
emotionally, his capacity for development in 
every area expandse—aultimately achieving, 
through Devereux’ individualized therapy, 
his maximum intellectual, cultural, and emo- 
tional growth. 


When, in your practice, you encounter a 
school-aged patient whose normal intellectual 
capacity is limited by emotional disturbances, 
you are invited to let us evaluate the potential 
outcome of Devereux’ specialized education 
with therapy. Our experienced staff will ther- 


oughly review each case history and offer a 


HELENA T. Devereux, Director 
5. Scott, M.D., Executive Director 


SANTA BARBARA, CALIFORNIA - DEVON, PENNSYLVANIA . 
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3 : Please address your inquiries to: 
Joun M. Banctay, Registrar 
we, 
HAS 
FOUNDATION 


